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SOME LESSER-KNOWN ACTIVITIES OF THE GENERAL MEDICAL 
COUNCIL* 


BY 
PROFESSOR R. J. BROCKLEHURST, M.A., D.M., B.CH. 


Two years ago the General Medical Council celebrated its Centenary. Its disci- 
plinary and, to a smaller extent, its educational functions are well known; but I 
decided it might be appropriate if I dealt with some of its other, and lesser known, 
activities—at least in recent years. 


ORIGIN OF THE COUNCIL 


The Medical Act of 1858 was designed primarily for the benefit of the public; 
it began: “Whereas it is expedient that persons requiring medical aid should be 
enabled to distinguish qualified from unqualified practitioners, be it therefore 
enacted...” The General Medical Council, or, as it was officially called until 
10 years ago, ““The General Council of Medical Education and Registration of the 
United Kingdom”, was set up under this Act to safeguard the public interest and not 
to advance the welfare of the profession. 

[It was early pointed out that, for the Act to achieve its object, the legally qualified 
practitioner must be a well qualified practitioner, and the Council from its beginning 
was well aware that its chief duty was to establish and ensure proper educational 
standards for the profession. Its second main duty was to compile and keep up-to-date 
the Register of qualified practitioners, admitting to it only names of those whose 
education was deemed sufficient, and removing from it the names of those who had 
died and those guilty of criminal offences or of serious professional misconduct. 

Constitutionally the G.M.C. was the first statutory tribunal of its kind with quasi- 
judicial powers over a whole profession; it is answerable to the Privy Council. It 
took several years for it to “‘find its feet” and discover the nature of its corporate 
powers; and the minutes of its earlier years surprise the present-day reader with the 
length and intricacy of the discussions which took place on a vast number of matters 
of fine detail. One can only judge that its members were a good deal more verbose in 
those days than they are now, and that they had more time to spare; but the present 
Council has the advantage of 100 years of experience and practice behind it and has 
no excuse for taking a long time to reach decisions. 

It has been said by an historian that the development of a corporate spirit within 
the Council was not notable during the first half of its existence; many of its members 
were men of forceful character and strong opinions; and reading between the lines 
one can conjure up pictures of heated debates, not devoid of personal animosity. 
A favourite right, often insisted upon by the warmer-blooded members on finding 
themselves in a minority on a straight vote, was to demand the recording in the minutes 
of the names of those who had voted for and those who had voted against a motion. 
From the frequency of this procedure, and the names of those who demanded it, 
one can quite easily guess who were the chief firebrands. Nowadays, debates in the 
Council are peaceful, and the names of those voting for or against a motion are not 
recorded. 

Sir Donald Macalister, who was President from 1904 to 1931, was a strong chairman, 
and inculcated discipline into the members. I was told by some who had sat under 
him that he developed the practice of personally advising new members not to speak 
in the Council Chamber for their first two years! Sir Norman Walker, his successor, 


*Based on the Presidential Address to the Bristol Medico-Chirurgical Society, 12 October 
i960. 
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on one occasion stated that ‘“‘Sir Donald’s influence somehow tended to discourag 
long speeches’. It is noticeable however that nowadays new members quite ofter 
contribute to debates at their first session; for in fact succeeding Presidents have no 
exercised the same autocratic influence. 


COMPOSITION OF THE COUNCIL 


The greater part of the G.M.C.’s membership, which now totals forty-seven, has 
always consisted of representatives of the Medical Licensing Bodies, i.e. the Univer. 
sities which grant medical degrees and the Medical Corporations which grant diploma, 


But when the Council was first set up the Act laid down that six of its members should } 


be appointed by the Crown—four from England and one each from Scotland and 
Ireland. The Act of 1886 brought about a change; the Crown appointments were 
reduced to five, and provision was made for five direct representatives of the profession 
itself—three selected by practitioners in England and one each by practitioners in 
Scotland and Ireland. In 1950 the ‘‘non-academic”’ proportion was further increased, 
The Crown now appoints five registered medical practitioners (three from England 
and Wales, one from Scotland and one from Northern Ireland) and three lay peopl 
(two from England and Wales and one from Scotland); while the profession. itself 
now elects eleven representatives—eight by practitioners in England and Wales, of 
whom one must be a practitioner in Wales, two by Scottish practitioners and one by 
practitioners in Ireland. 

The lay appointments are always interesting to the medical members of the Council 
It is recorded that Bernard Shaw claimed some credit for the intention that a member 
of the public should maintain a critical vigilance over the Council, especially in matters 
of discipline, and should represent the “consumer interest”. Lord Nathan, a solicitor, 
who retired last year after ten years’ membership, said regarding his experience on 
the Disciplinary Committee: “I found that work most interesting, the more so as | 
often felt that my medical colleagues were perhaps somewhat gentler than I myself 
might have been; they thus falsified, to their credit, an opinion which, mistakenly 
but I believe pretty generally, had prevailed that a lay member on the Disciplinary 
Committee was a safeguard to practitioners lest their fellows should be unduly harsh’. 

During my experience the lay members until recently have been parliamentarians 
Lord Nathan, from the House of Lords; Sir Douglas Hacking, Mr. J. J. Robertson, 
Miss Florence Horsbrugh, Mr. J. B. Hynd and Sir William Anstruther Gray, from 
the Commons. But two of the present lay members are not members of either house: 
Dame Myra Curtis, previously head of one of the women’s colleges at Cambridge; 
and Mr. C. W. Guillebaud, a member of the same University, whose name is familiar 
to those concerned with the Health Services of this country. 

In 1950 a woman, in the person of Dame Hilda Lloyd, was appointed to represent 
the Royal College of Obstetricians and Gynaecologists. Although Dame Hilda wa 
not actually the first woman member, for Dr. Christine Murrell was elected as a direct 
representative in 1933, she was the first to participate in the duties of membership 
as Dr. Murrell unfortunately died before she could take her seat. If Dame Myr 
Curtis felt lonely when she joined the Council she was joined four years ago by another 
member of her sex in Dr. Janet Aitken, who is a direct representative. 

It is sometimes wondered why, since Southern Ireland ceased to be part of the 
United Kingdom, it should still send members to the G.M.C. The situation is cet- 
tainly peculiar. When the Irish Free State came into being it was mutually agreed 
by legislation in that country and in Great Britain that the G.M.C’s constitution and 
powers should continue to be regulated by the British Medical Acts already in force, 
and it followed that the Irish Branch Council should continue as before. The direct 
representative is still elected by the registered practitioners in any part of Ireland; 
but the Crown member for Ireland is now, of course, appointed from Norther 
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‘Ireland. Doctors whose names appear in the British Medical Register are thereby 
| entitled to practise in Eire. The Irish Free State Medical Act, 1925, set up a Medical 
) Registration Council which maintains a Medical Register for Eire, and exercises in 


regard to it a jurisdiction distinct from that of the G.M.C. This close relationship, 
incidentally, makes it easy for newly-qualified practitioners from Irish Medical 
Schools to practise in this country; Eire has for long been an exporting country im 
this respect. It so happens that since its establishment the Irish Medical Council’s 
President has always been a member of the G.M.C. This has been a great advantage 
particularly in connection with the post-war Medical Acts, and especially as regards 
pre-registration requirements. 


THE ‘‘MEDICAL REGISTER” 


The Council’s responsibility in maintaining a Medical Register is made apparent 
in the two volumes which are published annually and which show the state of the 
Register on 1st January. The actual Register itself is in the Council’s office and is 
changing day by day; work on it occupies the whole-time attention of several members 
of staff. In 1959, 3,267 new names were added; 1,207 were removed—mostly owing 
to death; and 137 were restored after previous removal for various reasons. In addition 
2,403 practitioners were placed on the provisional Register. 

The figure of 137 names restored to the Register may cause some surprise. These 
were not all practitioners whose names had previously been erased for disciplinary 
reasons—in fact only three were in that category. Most of them were names which 
had been removed under the provisions of the Medical Acts, not on account of the 
death of the practitioners nor—much more unusually—at the request of doctors 
who had ceased to practise, but because the doctors in question could not be traced. 
Members of this Society whose names have been on the Register for five or more years 
will know of the provision in the Medical Acts to enable the Registrar to keep it 
correct. It is his duty to write periodically to each registered practitioner at his address 
as given in the Register to enquire whether he has ceased to practise or has changed 
his address; if no reply is received within six months the name is erased. Each year 
a section of the Register is revised in this way; and you may be surprised to hear that 
there are usually some hundreds of doctors who fail to reply—usually because they 
have changed their addresses without notifying the Registrar and without ensuring 
the correct forwarding of letters from their last registered addresses. 


In 1955, enquiries were sent to 11,686 practitioners whose names began with the 
letters 1 to N; a quarter of these (2,900) did not reply; but after thorough investigation 
this number was reduced to 415 whose names were removed from the Register. 

Bearing in mind the vital importance to a doctor of being on the Register it is 
astonishing that so many neglect to keep the Council informed when they change 
their addresses. When no reply is received to the Registrar’s letter of enquiry he and 
his staff go to great trouble to try and trace the practitioner. Every possible source of 
information is tapped and several letters may be written; but if there is no result, 
off comes the name six months after the enquiry commenced. 

I might instance the case of a highly esteemed practitioner in the Bristol area who 


afew years ago wanted to refer to his entry in the Medical Directory. He was disturbed 
at not finding it there and wrote somewhat sternly to Messrs. Churchill, the publishers. 


To his surprise they replied that they included in the Directory only the names of 


doctors which appeared in the Medical Register, and that his name did not appear 


‘there. A question to the G.M.C. revealed that his name had been erased six months 


after a routine enquiry from the Registrar as no reply had been received from him in 


) spite of repeated enquiries. This man’s name had been off the Register for, I think, 


about two years during which he was therefore automatically debarred from the 
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privileges of a registered practitioner. As, however, he had been practising all this 
time it was fortunate that he had not come up against any legal investigation of his 
practice, which would certainly have made things awkward for him. 

A name erased for the reason I have described can of course be restored to the 
Register; but a practitioner who finds himself in this predicament must produce, in 
addition to his application and a fee of £1, a statutory declaration that he is the person 
he makes himself out to be, together with a certificate of identity and good character 
from another person. 

A doctor who wishes to have his name removed from the Register must submit ; 
statutory declaration stating the grounds on which his application is made, and that 
he is not aware of any proceedings, or of any reason for the institution of any proceed- 
ings, which might result in rendering him liable to have his name erased from the 
Register by direction of the Disciplinary Committee. There is a marked contrast 
in this procedure with the Dentists’ Register. A doctor’s original registration fee 
normally covers him for life, whereas a dentist has to pay an annual retention fee; 
non-payment of this fee is sure to result in the removal of a dentist’s name. 

When one remembers also the alterations due to changes of name, registration of 
additional qualifications, and so on, it will be seen that the section of the Council's 
office which looks after the Register has plenty of work to do. 

When first published—in 1859—the Medical Register contained the names of doctors 
possessing one or more of a number of medical qualifications specified in the 1858 
Medical Act, who were engaged in medical practice in the United Kingdom at the 
time, and who had applied for registration. It has always been for the Council to 
determine which qualifications were worthy of registration. The system of visitation 
and inspection of examinations by the Council has been in existence in one form or 
another since it came into being, and has. since the 1950 Act, been supplemented by 
visitation of medical schools. Broadly speaking, it is on the basis of the information 
derived from visits and inspections that the Council decides whether a particular 
qualification is of a sufficient standard to justify the registration of its holders. 


OVERSEAS QUALIFICATIONS 


At the beginning of its history the Council had to make decisions regarding medical 
qualifications awarded overseas. Inspections of qualifying examinations abroad were 
not at first feasible. It is of special interest to Bristolians that one of the first doctors 
with foreign qualifications to be registered—and that in the first edition of the Register 
—was also the first woman to have her name placed on it. Elizabeth Blackwell was 
born in Bristol in 1821. Her father was a sugar refiner, a man of notable moral courage 
who, amongst other things, believed in equality of education and opportunity for 
boys and girls alike. Following the accidental burning down of his refinery in 1832 
he migrated with his family to the United States where, however, he died six years 
later, leaving his eight children penniless. Elizabeth seems to have been the strongest 
character in the family. After some years spent in helping to educate them she sought 
admission to a medical school, being determined to qualify as a doctor. After many 
rebuffs elsewhere she was eventually admitted by Geneva College, in the State of 
New York, in 1847, and after a course of only 14 months graduated in January 1849. 


This enterprising young woman, after studying for a while on the continent and inf 


England, returned to New York for a few years where she practised with great success. 
She paid another visit to England in 1858-9 and on the strength of her America 
qualification and the fact that she was then practising in this country she was able to 
have her name entered in the Medical Register. After another 10 years in the United 
States she spent the rest of her life in England. 
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Elizabeth Blackwell has a strong claim for recognition as a pioneer in the medical 

ifield. She blazed the trail for a succession of women practitioners—at first a very 
‘thin stream but one which now forms a very appreciable fraction of the profession. 
}In 1873 and 1875 the G.M.C. were faced with the question of the medical education 
‘of women in the United Kingdom; they told the Privy Council that they were “‘of 
opinion that the study and practice of Medicine and Surgery, instead of affording 
afield of exertion well fitted for women, do, on the contrary, present special difficulties 
which could not be safely disregarded”; but the Council were not prepared to say 
that women ought to be excluded from the profession. They considered, however, 
that “‘in the interests of public order, the education and examination of female students 
of Medicine should be conducted entirely apart from those of male students”. One 
wonders what our Elizabeth thought about that; the decision of Geneva College 
to admit her was based largely on a unanimous resolution of the men students there 
“to pledge themselves that no conduct of theirs should cause her to regret her attend- 
ance at that institution”’. 

The word ‘qualified’, nowadays loosely used to imply having passed the final 
examination for a medical degree or diploma, is used in the 1858 Act quite specifically 
as ‘qualified to be registered’”’ under the Act; i.e. from the legal standpoint registration 
is the important procedure. The only persons who could be registered in 1858 were 
the holders of British and Irish diplomas or doctors or bachelors of Medicine or Masters 
in Surgery of any University of the United Kingdom; holders of the Doctorate of 
Medicine awarded by the Archbishop of Canterbury before the passing of the Act; 
and “Doctors of Medicine of any foreign or colonial University or College, practising 
as physicians in the United Kingdom before the 1st day of October 1858, who must 
produce certificates to the satisfaction of the Council of having taken their degrees of 
Doctor of Medicine after regular examination, and who must satisfy the Council that 
there is sufficient reason for admitting them to be registered’”’. It will be seen that a 
doctor with a foreign degree or diploma, not practising here before October 1858 
had no right to be registered. 

A big change occurred with the passing of the Medical Act, 1886. Part II of that 
Act authorised the registration of “‘colonial’’ practitioners and “foreign” practitioners 
holding recognized medical diplomas, able to satisfy the Council that they were of 
good character, and entitled by law to practise Medicine, Surgery and Midwifery in 
the country in which they obtained their medical qualification. ‘The definition of “‘a 
recognized medical diploma” was “‘such a diploma as may be recognized for the time 
being by the General Council as furnishing a sufficient guarantee of the possession 
of the requisite knowledge and skill for the efficient practice of medicine, surgery and 
midwifery” ; this definition holds good in exactly the same terms today for all primary 
qualifications which are registrable. But there was an over-riding section to the effect 
that the registration of overseas practitioners should not apply to any British possession 
or foreign country until the Sovereign by Order in Council should declare that in 
his opinion such possession or country ‘‘affords to registered medical practitioners of 
the United Kingdom such privileges of practising as may seem just’. The only 
amendment of these provisions in the 1950 and 1956 Medical Acts has been the sub- 
stitution of the word ‘“‘Commonwealth”’ for colonial’”’. 


It will be seen, therefore, that registration of practitioners with overseas medical 


| qualifications depends fundamentally on the principle of reciprocity between the 
| United Kingdom and other countries and on the recognition by the G.M.C. of the 


adequacy of the overseas degrees or diplomas held by applicants for registration. 

This latter condition involves the responsibility of the Council to decide whether a 

particular qualification is a sufficient guarantee that its holder possesses sufficient 

knowledge and skill for the practice of his profession. This is naturally a great respon- 

sibility, particularly when it is difficult for the Council to obtain its own first-hand 
2 
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evidence of the standard of education and examinations in overseas universities and 
colleges. It forms an important part of the work of its Executive Committee, which 
at its meetings nowadays commonly has to devote a substantial amount of time to 
questions of recognition. Opportunities have been taken from time to time for members 
of the Council, or deputies appointed by it, to visit overseas medical schools and their 
examinations. During the past few years a good deal of time has been devoted to 
applications from medical institutions in India and Pakistan. 

Reciprocity at present exists between this country and—in Australia—New South 
Wales, Queensland, South Australia and, very recently, Western Australia; in Canada— 
Alberta, Manitoba, Newfoundland, Nova Scotia, Prince Edward Island, and 
Saskatchewan; Ceylon, Hong Kong, India, Malta, New Zealand, Pakistan, Singapore 
and Malaya, South Africa, Uganda and one foreign country, Burma. Not all of the 
degrees and diplomas in some of these countries are recognized as adequate qualifica- 
tions for registration. Unfortunately the United Kingdom has no reciprocity with 
certain Commonwealth countries. 

The recent distinction between provisional registration and full registration neces- 
sitated by the 1950 Act is, of course, applicable also to holders of overseas medical 
degrees and diplomas. The G.M.C. now has to decide whether these practitioners 
have had experience “not less extensive” than the year’s experience in hospital 
posts required of British graduates, before they can be fully registered. This work 
is a heavy burden on the time of the four members of the Council’s Commonwealth 
and Foreign Registrations Committee who weekly receive numbers of applications 
for decision. 

During the last War temporary registration was available; and since 1947 the 
G.M.C. has been empowered to grant similar registration to any overseas practitioner 
who has passed a qualifying examination recognized by the Council as sufficient and 
who intends to be temporarily employed in a professional capacity in a United Kingdom 
hospital. Apart from practitioners who are eligible for provisional or full registration, 
about 500 doctors avail themselves annually of this form of registration, which is 
some indication of the extent to which these islands are a centre of medical post- 
graduate education for citizens of foreign countries as well as Commonwealth prac- 
titioners. 

The Commonwealth section of the Medical Register is quite an appreciable fraction 
of the whole; at the beginning of 1960 it contained 12,183 names—and the Foreign 
section 1711—out of a total of 92,889. 


UNQUALIFIED PRACTITIONERS 


As I have already mentioned, the fundamental object of the Medical Acts has always 
been to assist and protect the public. This aim would, of course, be nullified if the 
elaborate procedure before a doctor’s name is placed on the Register were undermined 
by people, however well-meaning, making out that they were registered medical prac- 
titioners when in fact they were not. The General Medical Council itself has no control 
over those who are not on its Register, but it usually gets to hear when there has been 
a successful prosecution of a person for falsely pretending to be a physician, surgeon 
or general practitioner, or falsely implying that his name is on the Register—for w hich 
the maximum penalty now is £500. The latest of such successful prosecutions which 
is recorded in the Council’s minutes was that of an unregistered man who called him- 
self a “Homoeopathic Medical Practitioner and a certified Physico-medical Botanic 
Physician”. Unregistered persons often describe themselves in very weird ways. 

There was an unusual case in Bristol not many years ago which came to my notice 
locally before the G.M.C. heard of it. A medical auxiliary with a burning ambition 
to be a doctor was sent down by the University for disciplinary reasons before he 
had taken the first M.B. examination. He then spent a good deal of time studying 
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‘medical text-books from which he appears to have amassed considerable theoretical 
\knowledge. On seeing an advertisement for a locum in general practice owing to the 
)practitioner’s serious illness he was able to secure the post; although his name was not 

‘of course on the Medical Register, a fact which local authorities pointed out, he was 
able to produce a typewritten letter on G.M.C. stationery and signed by the Council’s 
Chief Clerk, which stated that his name had been omitted from the Register in error 
and that he was in fact registered. 

Some time previously this man had received a letter from the Council’s office 
giving him advice regarding entry to medical schools; he had erased the text of the 
letter itself without interfering with the signature and had skilfully typed in his own 
wording. This man “practised” as an assistant for some months, taking care to avoid 
prescribing dangerous drugs over his own name, midwifery cases and so on, and to 
judge from his patients’ testimony he must have developed an excellent bedside manner 
and he appeared to inspire complete confidence. His one really careless error was to 
set up in this way in his home town and not many miles from the University, some of 
whose staff remembered him as an unsuccessful student in the first medical year. 


THE BRITISH PHARMACOPOEIA 


The third main duty imposed on the G.M.C. by the 1858 Act was the publication 
of the British Pharmacopoeia. ‘The Royal Colleges of Physicians in London, Edinburgh 
and Dublin had previously published independent pharmacopoeias, and it was clearly 
desirable to have one standard list of drugs for these Islands. The Council set about 
this formidable task, but the first British Pharmacopoeia, which appeared six years 
after the foundation of the Council, was found to contain so many imperfections that 
a second edition had to be published three years later. A third Pharmacopoeia was 
published in 1885, a fourth in 1898, and a fifth in 1914. 

At first it was a committee of members of the Council themselves who prepared the 
Pharmacopoeia. As time went on, the lack of ability of individual members for this 
specialized work resulted in the extensive use of outside experts. Following the 
recommendations in a report issued by the Committee on Civil Research in 1928, 
a British Pharmacopoeia Commission was established to draft amendments and 
additions to the Pharmacopoeia; it now consists of eleven authorities in medicine, 
therapeutics, pharmacology, pharmacy and pharmaceutical chemistry, appointed 
by the Council on the recommendation of a representative selection committee. 
The Commission holds regular meetings, and work is continually proceeding by sub- 
committees—now numbering twenty-one—which are composed of experts in particular 
aspects of the Pharmacopoeia. It has its own laboratory and permanent secretarial 
officers. 

The Council has a standing Pharmacopoeia Committee to which the Pharmacopoeia 
Commission reports and which, on the Council’s behalf, gives general directions to 
the Commission. It is the duty of the Council to publish the Pharmacopoeia, and 
through its Committee it gives final approval to the draft submitted by the Commission. 
The first Pharmacopoeia published under these conditions appeared in 1932. The 
Second World War delayed the publication of the next Pharmacopoeia until 1948; 
and such was the progress of pharmaceutical and therapeutic knowledge that the 
Council then decided that the intervals between editions should be reduced to five 

years, with an Addendum appearing about half-way between the main publications; 
one such Addendum was published on 3rd October, 1960. 

On the publication of a new edition the Commission which prepared it goes out 

of office, and a new Commission, appointed in the same careful way and usually 


including several members of the previous body, commences work for the next 
edition. 
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The greater part of the British Pharmacopoeia consists of monographs dealing with 
individual drugs and the official preparations containing them. The 1858 Act defined 
it as ‘‘a book containing a list of medicines and compounds, and the manner of pre. 
paring them, together with the true weights and measures by which they are to be 
prepared and mixed, and containing such other matter and things relating thereto 
as the General Council shall think fit”. The 1950 Act spoke rather more concisely: 
“containing such descriptions of, and standards for, and such notes and other matter 
relating to, medicines, preparations, materials and articles used in the practice of 
medicine, surgery or midwifery as the Council may direct”. The Pharmacopoeia 
also contains an important section of methods for carrying out biological assays on 
drugs which cannot appropriately be standardized in any other way. It is not, of 
course, a text-book of therapeutics, and many doctors no doubt have never seen it; 
but it is the constant companion of the pharmacist and it is essential for the pharma. 
ceutical manufacturer; for the student of pharmacy it is practically a bedside book, 
To the medical practitioner it is a guarantee that when he prescribes a drug or prepara- 
tion included in it he can rely on his patient obtaining an article of the quality and 
character therein defined. 

The 1953 Pharmacopoeia was the first in which the main titles of drugs and their 
preparations were given in English instead of Latin. Weights and measures were 
originally given only in the Imperial system; but before the close of the last century 
the metric system had begun to creep in, and in the 1963 Pharmacopoeia all references 
to the Imperial system will probably be removed. 

Since the War the great development of the pharmaceutical industry has resulted 
in the production of very many new drugs which are introduced under the makers’ 
proprietary names, with the result that a given drug may be marketed under several 
different names. In order to reduce confusion the British Pharmacopoeia Commission 
periodically issues lists of new non-proprietary names which can be used by any 
manufacturer and which, if the drugs in question are subsequently described in the 
Pharmacopoeia, will become the official titles. These lists contain in a second column, 
opposite the new names, the various proprietary names so that reference is relatively 
easy. The lists of new names are circulated for approval to the Council’s Pharma 
copoeia Committee whose wonder at the number and complexity of the new names 
can only be matched by their admiration of the ingenuity with which the names 
have been derived from the chemical nature of the new drugs. Amongst the criteria 
which the Commission adopt in inventing these new words are: the name should be 
as short as is convenient, distinctive in sound and spelling, not liable to be confused 
with existing names nor difficult to pronounce or remember, and free from anatomical, 
pathological, pharmacological, physiological or therapeutic suggestion; an attempt 
is always made to form the new name by a combination of letters or syllables from the 
scientific chemical name. A few of these names are of course well-known to prac- 
titioners, but one almost hopes that a lot of the others will never find their way into 
the Pharmacopoeia! 


PRESIDENTIAL WARNINGS 


There are certain ways in which doctors owing to the nature of their profession art 
peculiarly liable to fall foul of the law. One of these is in connection with legislation 


and regulations on Dangerous Drugs. Every year the Council is notified by they 


Home Office of practitioners whose authority to prescribe these drugs has been with- 
drawn and some of these cases of course are considered by the Disciplinary Committee. 
Among the most serious are those of doctors who, on prescriptions ostensibly for thei 
patients, obtain large quantities of drugs of addiction for their own use. On at leas 
two occasions within my experience the Home Office has felt obliged to ask the Council 
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‘to warn the profession against carelessness in ensuring the safe custody of drugs in 


their possession—on one occasion in particular against leaving dangerous drugs in 
unattended and unlocked cars. 

Warnings concerning these and other matters are introduced into the addresses 
which successive Presidents have made to the Council at the beginning of each session 
and you may perhaps remember a pronouncement by the present President in 1953 
which was challenged in certain quarters as a slur on the profession. It might be of 
interest if I deal briefly with the history of the matter. 

The last War added heavily to the commitments of doctors (who were in depleted 
numbers) by the numerous certificates which they were required to sign, in appropriate 
circumstances, for their patients. Lax certification has always been a subject specifically 
mentioned in what used to be called the ‘‘Warning Notice” issued by the Council; 
but during the War certain flagrant examples of not lax, but deliberately fraudulent 
certification came to light. In any war, presumably, there will always be a small 
proportion of men who for reasons of their own, other than their consciences, will try 
their best to evade service in the Armed Forces of the Crown, and medical grounds 
form an obvious loophole. Some of these people by giving false histories of epilepsy 
were able to persuade doctors on those grounds to certify them as unfit for service. 
In most of these cases the doctors in question benefitted greatly by the large sums of 
money which changed hands when they handed over their certificates to these bogus 
epileptics, and on at least one occasion evidence was obtained to the effect that the 
practitioner had actually instructed his patients on how to describe epileptic fits. 
Needless to say, the Council had no hesitation in erasing from the Register the names 
of those who had been found guilty of such unprofessional conduct. 

Not long after the need for special wartime certificates had passed, the National 
Health Service came into being, and with it more certification of different kinds. 
Obtaining sickness benefit without valid cause is an objective of some unscrupulous 
people who either personally or by relatives can persuade their doctors to certify them 
as being unfit for work without adequate examination or without even having seen 
the patient. Obtaining money from an Executive Council by wrongly submitting 
forms which purport to relate to the treatment of temporary residents who in fact 
had not been treated is another cause of disciplinary action. Such cases became so 
frequent that the President regarded it as his duty to refer to the matter in one of his 
addresses in the following terms: “I desire, therefore, to take this opportunity—and 
I do this with the consent and on the advice of the Disciplinary Committee—of bring- 
ing to the notice of the whole profession the gravity of offences of this nature”’. 

This was unfortunately, and quite unreasonably, construed by a few doctors as 
being a grave slur on the whole profession. In his next address the President denied 
such intention. “In my address last November I expressed the concern of the 
Disciplinary Committee at the emergence of certain professional misdemeanours 
in connection with the National Health Service which had kept recurring during the 
past few years, and on their advice issued a warning. I have since learned that this 
warning has been interpreted in some quarters as indicating that these misdemeanours 
are widespread and as a reflection on the high general ethical standard of the profession 
in Great Britain. This was neither intended nor implied. The Minister of Health, 
when asked in the House of Commons on 21st January as to what steps he had taken 


)since my statement was made, said ‘I have taken no steps since the statement made 
by the President of the General Medical Council, but it is fair to say that perhaps the 


right interpretation has not been put on what was said. As I understand, it was a 
warning that the General Medical Council rightly take a grave view of laxity in these 


|matters, and was not an allegation that fraudulent practices or conduct were at all 


widespread.’ ” 
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MISCELLANEOUS FUNCTIONS 


The Council is often invited to give evidence to Commissions, Committees, ani 
Government Departments on matters within its competenoe. It is one of the bodies 
frequently approached by the Board of Trade for observations on applications under 
the Companies Act, or when medical or related bodies are applying for Charters of 
Incorporation. The Institute of Cancer Research, the British Student Tuberculosis 
Foundation, the Association of Clinical Pathologists, the Institute of Basic Medical 
Sciences, the British Orthoptic Society, the College of Speech Therapists, the 
Birmingham and Merseyside Blood Transfusion Services, the Electroencephalographic 
Society, and the National Association for the Paralysed are recent examples of bodies 
wishing to dispense with the word “‘Limited” in their titles. Occasionally the Council's 
advice is sought in connection with an application from a number of practitioners who 
desire to band themselves together in a Company with a name such as “Dr. X and 
Partners”. There usually seems to be no objection to the omission of the word 
“Limited” after the name of such a Company. 

In 1951 the World Medical Association recommended that the Declaration of 
Geneva, replacing the Hippocratic Oath, should be made by all medical students 
when qualifying. This recommendation was referred by one of the British Licensing 
Bodies to the G.M.C. Suitable though the principles of this Declaration would be 
to place before students during their training, very few Licensing Bodies in the British 
Isles in fact require their students to subscribe to it or to the Hippocratic Oath, and 
it is therefore not surprising to find the Council replying that “‘It falls outside the 
scope of their statutory responsibilities to express an opinion whether Licensing 
Bodies should require, or invite, their newly qualified students to make declarations 
or affirmations before qualifying diplomas are conferred upon them”’. 

When to the many activities I have described we add the disciplinary business, the 
preparation of which may be very heavy, and the educational side of the Council's 
functions it will be realized that each day brings a lot of new work into the Office. 
Many items require the personal attention of the President, and it is usual for the 
Register, or Assistant Registrar, to prepare them for him with a carefully drafted 
minute giving relevant facts and precedents which to a considerable extent eases 
his burden. This can only be done with a first-rate staff, the Registrar himself being 
indispensable. During my time on the Council I have known two Registrars; the more 
one sees of the work and accomplishments of the holders of that office the more one is 
filled with admiration for their consummate wisdom and ability. The Registrar 
is in almost continuous touch with the President; yet he is always in the background, 
so that no one who has had no personal experience of the Council’s work can have 
any conception of the extent to which the smooth prosecution of its business depends 
on his quite invaluable services. 


While not wishing to make this an educational address I hope that, in spite of its 
discursive nature, I may have succeeded in imparting some interesting information 
about the Statutory Body which, though established for the benefit of the public 
in medical matters, is yet of great importance to the medical profession itself. 


As r 
jn the 
hospit. 
himsel 
by me 
sorben 
odour 
finally 
operat: 
a true 
who d 
the las 
a very 
now 0 
stage 
cystos 


Bro: 
definit 
phrosi 
ation ¢ 
early | 
incon\ 
benigr 
once © 
any ot 
but ha 
and m; 
before 
Bristol 
for he 

In t 
eviden 
incony 
difficu 
are ca 
hours 
to wak 
again 


Diurn: 


Here, 
gentle: 
may fi 





ees, and 
e bodies 
1S under 
arters of 
arculosis 
Medical 
ists, the 
ographic 
f bodies 
Youncil’s 
1ers who 
r. X and 
he word 


ation of 
students 
icensing 
yould be 
e British 
ath, and 
‘side the 
icensing 
larations 


ness, the 
Youncil’s 
e Office. 
| for the 
- drafted 
nt eases 
elf being 
he more 
re one is 
Registrar 
‘ground, 
can have 
depends 


ite of its 
ormation 


e public 


REFLECTIONS ON THE INDICATIONS FOR PROSTATECTOMY 
BY 


J. P. MITCHELL 


Urological Surgeon, United Bristol Hospitals 


As recently as twenty five years ago prostatectomy was a dangerous operation which 
jn the majority of cases was performed in two stages, and the total time spent in 
hospital was anything from 8 to 12 weeks. The patient almost invariably had to resign 
himself to a period of urinary leakage from a fistula and this could only be controlled 
by means of appliances such as the Hamilton-Irving box or large cumbersome ab- 
sorbent dressings such as moss packs. In either case, the inevitable accompanying 
odour made the patient feel that he was an abominable social outcast until the fistula 
finally dried up. Furthermore, the patient had to be reasonably fit to survive the 
operation of prostatectomy. The mortality figures published for this period are not 
atrue reflection of the severity of the operation, as these figures did not include those 
who died after the first stage, that is to say, the suprapubic cystostomy. Although in 
the last twenty five years the figures for prostatectomy do not appear to have improved, 
avery much larger proportion of the patients suffering from prostatic obstruction are 
now offered the benefits of prostatectomy, and this operation is performed in one 
stage with no preliminary filtering off of the weaker ones by the first-stage suprapubic 
cystostomy. 


INDICATIONS FOR OPERATION 


Broadly speaking, there are two indications for prostatectomy. The first is some 
definite evidence of back-pressure either on the upper urinary tract producing hydrone- 
phrosis, or on the lower urinary tract resulting in acute or chronic retention, trabecul- 
ation of the bladder wall, or merely a very large residual urine, which in fact is the 
early stage of chronic retention. ‘The second indication for prostatectomy is the 
inconvenience that the enlarged gland causes the patient. Occasionally a patient with 
benign prostatic hypertrophy will present with haematuria. This may occur only 
once or twice, or it may persist for several days. It is, of course, essential to exclude 
any other cause for the haematuria by intravenous pyelography and by cystoscopy, 
but haematuria from an enlarged prostate is not per se an indication for prostatectomy, 
and many of the patients will never have another bleed, or may go many months or years 
before any further urinary symptoms develop. In the Department of Urology in 
Bristol in the past ten years protatectomy has been performed on only four occasions 
for heavy haematuria, in the absence of other marked obstructive symptoms. 

In those patients with symptoms of prostatism without any clinical or radiological 
tvidence of back-pressure on the bladder or upper urinary tract, assessment of the 
inconvenience that the enlarged prostate is causing to the patient often presents some 
dificulty. One patient will maintain that his sleep is disturbed, and his broken nights 
are causing him distress when he only has to get up twice during the normal sleeping 
hours to pass water. On the other hand, some men will accept the fact that they have 
to wake up four or five times to pass water, but because they are able to get to sleep 
again immediately, they do not feel that this is sufficient to justify a major operation. 
Diurnal frequency can also be very variable in the inconvenience it causes to the patient. 
Here, however, it is usually a question of social or professional duties. The old 
gentleman who has to attend Board meetings or to sit on the Bench as a Magistrate 
may find it very embarrassing if he cannot hold his water for longer than two hours, 
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whereas the man who has retired to a quiet life in his garden and his greenhoug 
probably is not aware that he passes his water every hour. Urinary incontinence js 
easy to assess, as this is almost invariably associated with some degree of chronic 
retention, the incontinence being a form of overflow. Hesitancy is a symptom which 
usually distresses the patient in the middle of the night when he is disturbed by the 
desire to pass water, and he stands for several minutes or even half-an-hour in the 
cold before he is able to produce a trickle of urine. Another man may be troubled by 
day, particularly in a public urinal when, for example, during the interval at the theatre 
he finds he is quite unable to produce any urine because others are present, and he has 
to return to his seat and endure the next act in great discomfort. Journeys by car or 


train can cause considerable embarassment to the urinary flow in patients who other. f 


wise may have little trouble with micturition. This may be due to vascular congestion 
or possibly to vibration transmitted to the sacrum, producing reflex spasm of the 
bladder neck via the nervi erigentes. 

The inconvenience which prostatic symptoms cause to the patient can only be 
assessed by the patient himself, and it is the doctor’s duty to advise the patient firstly 
as to how much relief this operation can give, secondly, on the relatively low mortality 
in patients who are otherwise fit. 

Patients may sometimes ask, even though their symptoms at the time are minima, 
whether they ought not to undergo the operation in view of the progressive nature 
of the disease and the inevitable deterioration of their physical fitness as they grow 
older. This form of prophylactic prostatectomy can rarely be justified in the light 
of modern anaesthetic advances, where age alone adds comparatively little to the 
operative risks. Although prostatic hypertrophy is always a progressive condition, 
it is impossible to assess the rate at which progress will occur. This progress cannot 
be assessed on the rate of development of earlier symptoms as these minimal troubles 
can remain quite unchanged for several years; nor could a prognosis ever be giver 
on the chances of the development of retention. 

In two instances we may be forced to accept a lesser degree of symptoms as a1 
indication for surgery. The first is that of the chronic bronchitic, who may be a ver 
bad risk for an emergency prostatectomy in winter when his chest is at its worst, where- 
as the same operation for him in early summer could be a less hazardous procedure ani 
would give him the rest of the summer months for his convalescence. The othe: 
instance where assessment is always difficult is that of the man who is going abroad 
for business or professional reasons or even for a prolonged holiday, perhaps t 
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celebrate the beginning of his retirement. He is apprehensive at the thought of being) by 


rushed into hospital in a foreign country where he may not be fluent in the language, 
and he will be far from his wife and family. Admittedly air transport reduces thi 
problem for the businessman whose fare is paid, and who can be despatched hom 
at short notice; but the traveller who has retired on a pension, and has probably savel 
for many years for this journey to foreign parts perhaps to see one of his childres 
who has emigrated, is faced with a serious dilemma. Here it is probably wise to accep! 
symptoms of rather less severity and advise surgery so that he can make his journe} 
with complete peace of mind. 
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Because of the age of most patients for whom prostatic surgery is contemplatedp >" 
we find in the majority either some cardiac or respiratory complication, or both. 47 
physical examination of the patient will give us little information as to whether thi} 
patient will stand an anaesthetic and surgery. The enquiries most helpful in assessinif 
the physical fitness of the patient are those directed to an assessment of his mode of) 


life during the past few months. Has he been up and about and leading a reasonably 
active life? Has he a garden that he looks after, or does he do the shopping for his wiftf 
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enhoug Finally, if he can get out of bed, walk round it, and get back in again without assistance, 
nence jg he is almost certainly fit to stand a prostate operation. 


chronic F cao AS ' 
m which} Contra-indications to operation 


d by th), The contra-indications to prostatic surgery are either advanced cerebral disease, 
ir in thef or a patient bedridden because of cardiac, respiratory or locomotor failure, or a 
ubled by | combination of these. Such bedridden patients will probably be just as well off with 
e theatre} an indwelling catheter, and certainly will be much easier to manage. The post- 
id he has | operative results if surgery is attempted in a bedridden patient are never so successful, 
by car orf) presumably because these patients tend to develop a sump of infected urine in the 
no other-F base of the bladder and pass only the clear supernatent fluid, which results in a 
yngestionf severe basal cystitis. Even though the residual urine may be only 1 or 2 ounces, this 
n of the} remains in the bas fond of the bladder stagnating into thick pus. 
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FURTHER CONSIDERATIONS 


Examination of the prostate per rectum can give little help in assessing the need 
minimal, for surgery, as the size of the prostate bears little relationship to the degree of obstruc- 
ve naturt} tion it may be causing. Obstruction results from the prostate encroaching on the 
hey grow urethral lumen and from interference with the normal musculature of the urethral 
the light} wall. Around a prostatic adenoma the normal prostatic tissue is compressed into a 
le to the} capsule, the so-called false capsule of the prostate, and this tissue may consist of a 
-ondition,f considerable amount of fibrous stroma. If this prostatic capsule is thick and rigid, 
ss cannotf then only a small amount of enlargement of the prostate will give rise to symptoms, 
1 troubles} whereas if the capsule is lax, and distends easily with enlargement of the adenoma, 
be given} then a prostate can attain a considerable size before any symptoms develop at all. 

The small prostate which amounts to little more than hypertrophy of the bladder 
yms as aif neck is likely to present with a gradual increase in frequency and progressive develop- 
be a verif_ ment of back-pressure in the form of chronic retention, whereas with a larger prostate 
st, where{ the patient will complain of obstruction to the flow or ultimately acute retention. 
edure ani} ) Therefore the size of the prostate can give some indication of the type of symptoms 
[he othe} }to expect in the future, though it cannot indicate how soon the patient’s condition is 
ng abroaif likely to require surgical intervention. 
erhaps tif) Cystoscopy can give a crude estimate of the degree of back-pressure on the bladder 
tt of beinf | by revealing the extent of the muscular trabeculation that has occured on the bladder 
languagt# wall, with possibly in addition the formation of saccules or even a diverticulum. 
duces thif Where there has been haematuria as a presenting symptom, cystoscopy has to be 

‘T performed to exclude any neoplasm of the bladder wall. Unfortunately, cystoscopy 

‘introduces the risk of throwing the patient into retention shortly afterwards, but it 
t}yis fair to say that a prostate which produces acute retention immediately after cysto- 
} scopy has been performed would, in all probability, have caused obstruction in the 
\} near future, even in the absence of the cystoscopy. 


Indications for transurethral resection as opposed to open surgery 


In assessing the risk of an operation on the prostate gland, it is a fallacy to imagine 
{J that a transurethral resection is any less in severity than an open prostatectomy by 

‘either the transvesical or retropubic route. Transurethral resection has certain 
ether thf vantages in a cardiac or bronchitic patient in that the operation can be done in 
1 assessinif |W Stages, or can be stopped at short notice if the anaesthetist is anxious. In the 
‘s mode of yPSt-operative stage a bronchitic patient can cough without the discomfort of an 
reasonabli jabdominal wound. On the other hand, the systemic disturbance to the patient and 
sr his witef the risk of haemorrhage is no less from the transurethral operation. 

3 
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Age of patients 

One could almost say that no patient is too old for prostatectomy. On the othe 
hand, the older the patient the higher is the incidence of some other complicating 
factor such as cerebral, cardiac, or respiratory disease. The most helpful approach 
in assessing an aged patient who is a prospective candidate for prostatectomy is ty 
consider his natural expectation of life. From the Registrar General’s figures, ; 
patient who has reached the age of 70 has an expectation of nine years; a patient wh 
has reached the age of 75 can expect to live a further seven years. To interpret thes 
figures more vividly, they could be interpreted as saying that 50 per cent of 75-year. 
olds are going to survive to a greater age than 82. Although most surgeons can quote 
occasional successes of prostatic surgery amongst nonogenarians, we have to admit 
that a proportion of the latter are leading only a vegetative life, and it is possible that 
they would have been just as well off with a permanent indwelling catheter. 


The alternative to prostatectomy 


In the event of prostatectomy being contra-indicated, we are left with only two 
alternatives in a patient who already has retention, namely, a permanent indwelling 
catheter or a permanent suprapubic cystostomy. A few patients will tolerate a supra- 
pubic cystostomy with complete equanimity but to the majority of patients it is irk- 
some and even painful: A permanent indwelling urethral catheter on the other hand 
gives comparatively little discomfort. A Foley catheter has to be used, this being the 
only self-retaining form of urethral catheter, but these catheters have a very narrow 
lumen for drainage of the bladder, as a large part of their lumen is taken up by the 
tube which inflates the self-retaining balloon. Unless the catheter is fairly large 
(22 Charriere or more) there is likely to be considerable trouble with blockage of the 
catheter from débris and phosphatic incrustations. These catheters should always 
be changed at 3 or 4-week intervals, depending on the speed with which the patient 
forms phosphatic plaques on the catheter. Unless patients are bedridden they will 
usually prefer to take the risk of surgery rather than put up with the discomfort and 
inconvenience of any form of catheter. 


Emergency prostatectomy 


In the past there has been much discussion about the optimum time for surgery 
in urinary retention, both acute and chronic. Wilson Hey was the first and foremost 
exponent of immediate surgery for acute retention of urine in his efforts to reduce the 
incidence and severity of post-operative infections. He decried the use of catheters 
in the relief of acute retention, and would operate without preliminary cystoscopy 
in order to avoid passing any instrument, thereby hoping to reduce the risk of or- 
ganisms being carried into the bladder from the external urinary meatus. Indeed, 
even the drainage catheter placed in the urethra at the end of the operation was passed 
down the urethra fron the bladder rather than in the customary direction from the 
external meatus. Certainly this routine contributed much towards reducing the severity 
of post-prostatectomy infection and its complications, and Wilson Hey’s enthusiasm 
focussed our attention on the possible causes of these infections. 

It is often impossible by day to arrange for an operating theatre at short notice 
without inconveniencing colleagues, At night, after the full use of the theatres all 
day, there might be a queue of emergencies waiting in the wards, and “‘immediate 
prostatectomy” would have to take its turn. The result was that acute retention 
came to be regarded as an emergency only in that it had to have surgery within 48 
hours of the passage of the urethral catheter. One further disadvantage of immediate 
surgery was the possibility that the case would prove at cystoscopy to be more suitable 


for a transurethral resection, an operation which is difficult to perform as an emergency § 


because the night theatre staff are rarely familiar with the procedure or the instrument. 
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PRELIMINARY DRAINAGE IN CHRONIC URINARY RETENTION 
An equally controversial question is how and when to proceed in cases of chronic 


‘urinary retention. Should the bladder be given a period of preliminary drainage in 


the hope of improving renal function and resting the atonic bladder? If the urine was 
already heavily infected there was little to lose by preliminary drainage, and renal 
function was sure to improve with release of the urinary back-pressure. The problem 
was more complex in the case of the chronic retention with sterile urine and hydrone- 
phrosis, when the blood urea might be considerably raised. This, in fact, is one of 
the worst surgical risks in urology, as until recent years the condition of the patient 
was bound to deteriorate whatever was done. If the bladder was only drained by an 
indwelling catheter (urethral, perineal or suprapubic) then infection occurred, and 
inevitably the damaged kidneys which had already suffered from back-pressure now 
had to face infection, the effects of which outweighed the relief of the back-pressure. 
For this reason many urologists were in favour of immediate surgery in chronic 
urinary retention, believing that they were then operating on the patient before his 
condition deteriorated from infection. It was considered that careful correction of 
electrolytes and fluid balance gave the patient a good chance of recovery from the 
immediate post-operative stage, when the blood loss was at its worst; and he could 
then face the infective complications knowing the operation was over, and with the 
advantage of an unobstructed urethra which could be used normally as soon as the 
bladder tone recovered. Certainly it seemed that those who were subjected to the 
major surgery of prostatectomy did no worse than the others in whom simple catheter 
drainage had been instituted, and these latter still had to face their operation. 

In Bristol until recently early surgery has been preferred for chronic urinary re- 
tention when the urine was clear and sterile. In the light of previous investigations 
into urinary infections (Miller et al., 1958, 1960 a, b), and the use of the long polythene 
catheter of very narrow calibre (Gibbon, 1958), our views on the time for surgical 
intervention are now being modified. Although there is so much in favour of early 
surgery, it is impossible to deny that disadvantages exist. 

The major anxiety with immediate surgery is the problem of increased haemorrhage 
due to congestion of the decompressed bladder wall, which becomes engorged with 
dilated blood vessels. The risk of haemorrhage is also increased by infection ascending 
via the catheter and thence up to the kidneys, producing an acute haemorrhagic 
pyelonephritis superimposed on kidneys already damaged by back-pressure. There 
is a tendency for uraemic patients to bleed, and at the same time uraemia depresses 
the haemopoietic function of the bone marrow and causes further delay in the recovery 
of the haemoglobin level. A large catheter (plastic Harris size 24 Charriere) has to 
be used in the immediate post-operative stage, and there is little doubt that the 
severity of the urethral reaction it produces is directly proportional to the size of the 
catheter. 

Now that infection is no longer accepted as an inevitable sequel to an indwelling 
catheter, and the size of the catheters has been reduced, there is a move back to pre- 
liminary drainage by an indwelling urethral catheter inserted and maintained with 
full sterile precautions and connected to a closed drainage bottle. The Gibbon 
catheter, which is basically a 4-foot length of fine polythene tubing, varies from 6 to 
12 Charriere and has a lumen wide enough to drain clear and uninfected urine, 
though it will not allow blood clots or infected débris to pass. 

The bladder distended with gross chronic retention will have an atonic musculature. 
A period of drainage will therefore be needed before the muscle of this bladder wall 
will recover its tone. 

The treatment of chronic bladder retention can be summarised under the following 
headings: patients with or without renal failure, and those with or without urinary 
infection. There is never any doubt when infection has occurred in these patients 
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as the retained urine ensures that the organisms thrive and the bladder contains 
offensive cloudy urine, sometimes as thick as pea soup. 


(a) Chronic retention with infected urine 


Preliminary drainage allows an opportunity of treating the infection irrespective 
of renal damage. If the blood urea is raised then the drainage will relieve the 
back-pressure effects on the kidneys. 


(6) Chronic retention with sterile urine 


If the blood urea is normal, no advantage can be gained from preliminary 
drainage and routine definitive surgery can be performed without any previous 
instrumentation of the urethra. 


If the blood urea is raised, then provided full precautions are taken agains f 


the introduction of infection, the preliminary catheter drainage will improve 
the renal function, and operation can be delayed until the patient is no longer 
uraemic. The serious risk of introducing infection cannot be overstressed, 3s 
these patients so readily succumb to an ascending pyelonephritis. It is in these 
cases that the catheter can be lethal, and should only be introduced with ful 
sterile technique and maintained on a ward where the nursing staff are fully 
trained in the care of a closed drainage apparatus. 


The senile patient with chronic retention 


Occasionally the problem of an elderly patient with chronic retention and minima 
urinary symptoms has to be faced. He may have respiratory, cardiac, cerebral, or 
other complications, which by their severity contra-indicate surgery. In these patients 
the question arises whether to insert an indwelling catheter or not, despite the chronic 
retention. If there is infection in the urine, then no choice remains but to catheterise, 
On the other hand, in patients with sterile urine a case can be made for withholding 
the catheter. These patients can sometimes continue for several months without 
obvious increase in the size of the bladder or any rise in the blood urea level, but: 
regular check on both these factors must be kept. In some of these elderly patient 
the residual urine can be variable, depending on their activity, When they have been 
tided over an attack of congestive heart failure or bronchitis, the residual urine ma 
decrease as the patient begins to get about. 


ADVICE TO PATIENTS NOT NEEDING IMMEDIATE SURGICAL TREATMENT 


Finally, what advice should be given to the patient with minimal symptoms, who 
wishes to avoid aggravating his frequency or precipitating acute urinary retention! 
So often a patient coming into hospital for prostatectomy will have been restricting 
his fluids to reduce his output even to the extent of inducing a state of dehydration, 
as can be seen by gently lifting his skin between the fingers. It is very doubtful 
whether excessive restriction of fluids gives these patients any relief from their fre 
quency. This may sound paradoxical, but if they are encouraged to drink a little more, 
say 2 pints a day, they find their frequency remains the same. It is possible that this 
is because a less concentrated urine provokes less irritation of the bladder mucosa. 

Acute urinary retention is often precipitated by allowing over-distention of the 
bladder. This may be due to the social inconvenience of emptying the bladder, « 
to a lulling of the sense of urgency to pass water as a result of a quiet evening on som 
form of alcohol. Once the bladder distends, the normal process of initiating mictur 
tion is impaired, and it quickly goes into complete retention. It seems unlikely tha 
alcohol itself can have any direct effect on the bladder-neck sphincters or the prostate, 


but the imbibing of alcohol is often associated with some convivial occasion and thf 


urge to pass water may be disregarded until it is too late. 
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The advice then to a patient with early prostatic symptoms should be to drink 
approximately 2 pints of fluid per day, and never to disobey the call to pass water. 
He should not hold his water longer than 2-3 hours, and when making a train or car 
journey he should deliberately relieve himself immediately beforehand. If possible, 
he should avoid public urinals and try to retire to the privacy of a single toilet where 
nervous agitation will not disturb his urethral sphincters. Restriction of fluid just 
before bedtime can reduce nocturnal frequency, as concentrated urine does not seem 
to produce frequency so readily once the patient is asleep. Finally, there is the vexed 
question of alcohol; one need only advise moderation, not only in alcohol but in actual 
volume of fluid. To condemn these patients to an abstemious life may drive some into 
surgery, as they may feel that life without a prostate is infinitely preferable to life 
without a glass of ale. 

Oestrogens have been tried in the past, but they are of no benefit in benign 
prostatic hypertrophy. Their use should be reserved for the malignant gland. 


Combined surgery 


The patient who has decided to have an operation for relief of his prostatic obstruc- 
tion may ask for “another small job to be done at the same time’’, and the commonest 
request is for repair of a hernia. Although this may seem perfectly feasible, and should 
not increase the risk or the time of operation to any great extent, it does allow a greater 
chance of wound infection and breakdown—a transient discharge from the prosta- 
tectomy wound could infect the hernia repair, and vice versa. The surgeon is therefore 
usually reluctant to combine prostatectomy with any other procedure. 
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A CASE OF UNILATERAL INVOLUNTARY MOVEMENTS 
TREATED WITH PROCAINE AMIDE 


BY 


W. CULLEN, M.B., CH.B., SURGEON-COMMANDER R.N. 
(Senior Specialist in Psychiatry, R.N.) 
AND A. LEITCH, M.D., D.P.M. 


Barrow Hospital, Barrow Gurney, near Bristol 


Although there have been several reports on the treatment of Huntingdon’s chorea 
with procaine amide (Bruyn, 1958; Merskey, 1958; Lazarte et al. 1955; DeMeyer 
and Dyken, 1954; Goldman, 1952), it is felt that the following case is worthy of record. 


CASE HISTORY 


The patient, a married man of 73 years of age, was admitted to hospital in January, 1960, 
from his home, with a history of depression, dyspepsia and involuntary choreiform movements 
of the left side of his body. 

The previous history was that of a healthy, active, hardworking and stable man who had 
no history of previous mental or nervous illness. He had worked regularly as a piatelayer on the 
railway for some 47 years till his retirement at 65 years of age; since then till the onset of his 
illness he had worked regularly as a jobbing gardener. He was happily married and denied 
any significant family or personal history. 

He had been well until six weeks prior to admission. Then he had suffered from an acute 
attack of bronchitis as he expected to do each winter. He made a slow recovery from the 
bronchitis and three weeks later he complained of nausea, dyspepsia, and involuntary move- 
ments in his left arm and leg. 

His condition remained stationary until three days prior to admission, when the movements 
suddenly became much more severe, so severe in fact that he could not eat or sleep, and tended 
to fall out of bed. He became very lowspirited with these symptoms and was admitted to 
hospital for investigation. 

In hospital, clinical examination showed him to be an old man with a dry, inelastic skin, 
who had lost weight. Examination of the chest was negative apart from a few scattered rhonchi 
in both lung fields. The heart was of normal size and the sounds were well heard, regular in 
amplitude and rhythm; B.P. was 130/76 mm. Hg. The peripheral vascular system was 
obviously markedly arteriosclerotic, with the vessels tortuous and cordlike. 

The abdomen showed no abnormal findings on examination. Urinary examination showed 
a slight trace of protein in the urine. 

Haematology was reported within normal limits. X-ray of chest showed partial collapse 
at the left base. Blood W.R. and Kahn tests were negative. 

Examinaticn of the C.N.S. was surprisingly negative, apart from the obvious and gross 
choreiform movements of the left limbs in which the neck and head were also involved. 
Tendon and superficial reflexes were brisk and equal on both sides; the plantar reflex was 
flexor, and equal on both sides. Cranial nerves were intact and the fundi showed no changes 
beyond those to be expected in a man of his age. Co-ordination in the unffected limbs was 
good. No disturbance of sensation was apparent. 

From the psychiatric point of view, the only evidence of disturbance was his mood disorder, 
which was one of fairly severe depression, reactive to his physical disability. Psychological 
testing gave him an I.Q. of 93 (average) and the psychologists’ conclusion was that the patient 
was a man of barely average intelligence who displayed no abnormal intellectual deterioration 
relative to his advanced age. 

An EEG examination was also carried out; the result was reported as follows: ‘‘No ab- 
normal rhythms were noted nor were any obvious asymmetries observed”’. 

It was concluded, after the investigations noted above and assessment of the findings, that 
this was a case of cerebral arteriosclerosis with unilateral left-sided involuntary movements 
presenting as the major clinical features, due to a focal subcortical lesion, probably involving 
the subthalamic nucleus, and resulting in the hemiballismus syndrome. 

Initially the patient was treated by general hospital measures and sedation with sodium 
amytal. He made no material response to this therapy and treatment with procaine amide 
was instituted. The initial dose was 0:5 gm. t.d.s. and this was increased after about one week 
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to 1 gm. t.d.s. On this treatment, the choreiform movements quickly subsided, becoming 
noticeable only when he was tired at the end of the day and then only in the left leg and foot. 
The depressive symptoms also remitted steadily as his physical condition improved. 


Eventually, almost two months after his admission to hospital, he was discharged to his 
home as “‘cheerful and free from depression—involuntary movements minimal’”’. 


He has been seen again as an out-patient up to six months after his discharge from hospital; 
he has maintained the improvement he made in hospital and is now a cheerful and alert man 
who complains only of involuntary movements in the left leg and foot at the end of the day 
or after unusual exertion. 


DISCUSSION 


Martin (1927 and 1928) described a case of hemichorea resulting from a local lesion 
of the brain—the syndrome of the body of Luys—in a man of 62 years of age, formerly 
a seaman, with a previous history of hypertension (systolic B.P. 190 mm. Hg) witha 
positive Wassermann reaction of the blood and markedly atheromatous arteries 
but no other relevant history. The onset of the illness was acute; the patient suffered 
from gross involuntary movements of the right side of the body which ceased during 
sleep; his speech became slurred, swallowing was performed by spasmodic gulps; 
breathing was irregular and sometimes difficult owing to the movements of throat, 
chest and abdomen, In spite of the striking clinical picture, neurological examination 
revealed few abnormalities; voluntary power was normal in all the limbs and there 
was no sensory loss to pin prick or light touch. Sense of position was normal and 
pointing tests, including the Barany tests, were accurately performed. Vibration 
sense was normal; tendon jerks were present in both arms and about equal on the two 
sides, those in the right arm being if anything less; the knee jerk was less on the 
affected side; ankle jerks were approximately equal; the plantar responses were flexor 
throughout the illness. The optic discs were normal and pupils were approximately 
equal but neither was quite regular; both reacted to light and accommodation. Except 
for the abnormal movements in the fact, throat and tongue, the other cranial nerves 
were normal. After an illness of 20 days’ duration the patient died of bronchopneu- 
monia. Post-mortem examination showed a recent haemorrhage destroying the corpus 
Luysii of the left side. 


In the discussion of this case, Martin goes on to consider other cases previously 
described. He finds that they are infrequent; he is able to report on 12 cases dating 
from 1883 to 1925; he records that in all the well-developed cases death has resulted 
in a few weeks and that the commonest cause of death was bronchopneumonia. 


Whittier (1947) reviewed the literature on this illness, revealing a total of 30 cases 
of hemiballism with localized pathological changes in the subthalamic nucleus (corpus 
Luysii: nucleus hypothalamicus). In his analysis of this series, he described both the 
chronology of the cases and the age distribution of the patients (Tables 1 and 2). 


TABLE I 





Decade No. of cases 
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TABLE 2 
Age Group | No. of Cases 
49-49 | I 
50-59 8 
60-69 10 
79-79 8 
80-90 2 
Not stated I 


He reached the following conclusions: 


(1) Ballism is a distinct form of involuntary movement characterized by continuous 
violent activity of the appendicular musculature, such that limbs are flung about. 


(2) Hemiballism, and sometimes monoballism of the upper extremity, is the appar- 
ently inevitable symptom in man of destruction localised in the contralateral sub- 
thalamic nucleus. 


(3) There is evidence that interruption of the connections of the subthalamic 
nucleus may result in hemiballism. 

(4) Hemiballism may appear without demonstrable pathologic change in the sub- 
thalamic nucleus or its connections, although such cases are relatively rare. 


(5) Ballistic movements may appear in a variety of dyskinesias to which the relation 
of the subthalamic nucleus is as yet obscure. Their similarity to or identity with those 
of hemiballism following damage to the subthalamic nucleus awaits a more complete 
and preferably cinematographic comparison. 

Russell Brain (1951) describes hemiballismus under the heading of senile chorea 
and states that the symptoms and prognosis of senile chorea are similar in many 
respects to those of Huntingdon’s chorea except that the age of onset of senile chorea 
is generally later than that of Huntingdon’s variety, and that psychiatric symptoms are 
less marked. Brain makes no specific reference to treatment of this condition; he 
infers that no treatment is effective and that the prognosis is hopeless, institutional 
care being necessary sooner or later in the course of the illness. T allow et al., (1952) 
are equally pessimistic. 

Kinnier Wilson (1955) believed that Kussmaul and Fischer in 1911 were the first 
to introduce the name “‘hemiballismus”’ to describe involuntary movements of extreme 
violence arising suddenly and involving one side of the body. He refers to both 
Martin’s and Whittier’s work, which has already been mentioned in this discussion. 
He believed that the prognosis is hopeless and that most patients die after a few days 
or some weeks from increasing exhaustion, cardiac failure or pneumonia. Treatment 
was again said to be unsatisfactory; sedatives, atropine and stramonium were of little 
value; and sometimes it might be necessary to tie the affected limb to the patient’s 
side (Bertrand and Garcin, 1933). 

Amputation of the affected limb has been performed (Schaller, 1937); paralysis of 
the brachial plexus by multiple injections of alcohol has also been employed (Kulen- 
kampff, 1938). Central surgery has been used in this condition; Bucy (1944) removed 
the shoulder and arm area in the precentral gyrus with some of the adjacent frontal 
lobe; Meyers et al. (1950) have advised linear cortico-subcortical section or mid- 
brain pryamidotomy. 

The first positive reference to treatment which is effective, without involving 
surgery with possible serious disablement, seems to have been made by Goldman 
(1952). He describes an accidental observation: a patient suffering from Huntingdon’s 
chorea received an injection of procaine amide for dental treatment, and was seen to 
be sitting quietly in the dental chair with minimal choreiform activity after the in- 
jection. 
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This led to a trial of procaine amide by mouth in a total of six patients for the treat- 
ment of Huntingdon’s chorea. The results were at times dramatic and at time moderate 
the drug was found to reduce choreiform activity somewhat variably, but, as the 
author observes “‘this is the first observation of any useful treatment in such patients’. 

DeMeyer and Dyken (1954), in a further trial of oral procaine amide in the treatment 
of Huntingdon’s chorea, were unable to detect any objective evidence of improve- 
ment in their cases of longstanding chorea. They noted, however, that seven patients 
reported that they were better. Again, Lazarte et al. (1955) reported no improvement 
in a limited trial of procaine amide hydrochloride. More recently Merskey (1958) has 
reported in detail on a series of eight patients with Huntingdon’s chorea treated with 
procaine amide. Symptomatic motor benefit was demonstrated in two patients; 
the other six patients showed no definite signs of improvement or of deterioration. 
In spite of this seeming lack of response, Merskey believes that procaine amide should 
be given an adequate trial in all cases of adult chorea; he draws attention to the 
difficulty of assessing alteration in the frequency of the involuntary movements and 
to the occurrence of a possible “‘rebound phenomenon”’ on ceasing the drug. 

Bruyn (1958) reported good results in cases of Huntingdon’s chorea with procaine 
amide, using a dosage of 250 mgm q.i.d., gradually increased to 5 gm daily. When 
further improvement ceased he added reserpine 0-1 mgm t.d.s. plus 75 mgm pyri- 
doxin daily, with beneficial results. 

Phemister (1959) used procaine amide as a muscle relaxant in conditions involving 
severe muscular hypertonicity and flexor spasms, e.g. following cerebral vascular 
accidents. He believed that the hypertonicity was a response to the proprioceptive 
impulses from the muscle spindles. Forrester (1959) contested this, however, and 
claimed on the basis of experimental evidence that the good results of treatment 
with procaine amide are due to its interference with the nervous impulses from the 
gamma fibres which innervate the muscle spindles, thus causing relaxation of the 
muscle spindles; and that it acts as a cholinergic agent. 

The present patient is considered to have presented the typical signs of hemibal- 
lismus and was so disturbed by the violent and gross involuntary movements of the 
left half of his body that he was unable to eat or sleep. He became very depressed as 
a result and it was clear on his admission to hospital that, if his symptoms of organic 
nervous dysfunction were not relieved quickly, he would either die of exhaustion and 
intercurrent infection or he would attempt suicide. Response to procaine amide in 
this case was quick and substantial, so much so as to justify the description of dramatic. 

Side effects have been described by Merskey (1958) including nausea, vomiting, 
and gastric discomfort. These were not observed in this case. Agranulocytosis, 
severe hypotensive reactions and ventricular fibrillation have also been described as 
occasional hazards in treatment with procaine amide; again, none of these was noted 
in the present case. 


SUMMARY 


A case of hemiballism was treated with procaine amide with marked symptomatic 
relief and with no side effects during treatment. 

The nature and incidence of hemiballismus are discussed and the literature available 
to the authors is reviewed. 

Recent developments in the treatment of chorea with procaine amide are reviewed. 
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A COAGULATION DEFECT IN AMYLOIDOSIS 
BY 


I. D, FRASER AND M. R. WILLS 
Department of Pathology, United Bristol Hospitals 


“ The association of the presence of an abnormal serum protein fraction between 
the 8 and y globulins in reticulo-endothelial disease and lymphatic leukaemia is a 
0. well recognized phenomenon (Rundles et al., 1954; Buffa and Rappaport, 1957; Owen 


et al., 1959). The combination of leukaemia and amyloidosis is also recognized, but 
the presence of a coagulation defect in amyloidosis must be relatively uncommon. 


CASE HISTORY 


A man aged 60 was first seen in another hospital in October 1958 with a four week history of 
pain in the left hypochondrium and a feeling of fulness in the lower abdomen after meals. 
He had recently noted a swelling in the left upper quadrant. On examination, the liver and the 
spleen were both enlarged, and lymph glands were palpable in both axillae. 

Investigations: The chest radiograph was within normal limits; barium meal examination 
showed a healed duodenal ulcer. Haemoglobin 10-4 g per 100 ml., total white cell count 
14,000 per cmm. (neutrophils 10 per cent, eosinophils 1 per cent, monocytes 4 per cent, 
lymphocytes 85 per cent). The film appearances of the red cells and platelets was normal, 
the majority of the lymphocytes appeared primitive in morphology. 

November 1958: Total white cell count and film appearance remained unchanged. Sternal 
marrow: the only abnormality noted was that 35 per cent of the total nucleated cell count 
were lymphocytes, 6°5 per cent being lymphoblasts. The M.E. ratio was 1°8:1'0. A 
diagnosis of lymphatic leukaemia was made. 

January 1959: He was admitted to this hospital for 3 days and given 5 millicuries of P32. 
One month after treatment the haemoglobin was 12°1 g. per 100 ml. and the total white cells 
count 8,700 per cmm. of which 87 per cent were mature lymphocytes. The axillary glands 
had receded in size, and the spleen and liver were only just palpable. He remained reasonably 
well until June when he developed purpura over both legs; haemoglobin 8-6 g. per 100 ml., 
total white cell count 10,000 per cmm., of which 74 per cent were mature lymphocytes; 
platelets 300,000 per cmm. 

In September he still had purpura over both legs and as he had developed painful knee 
joints, he was started on a course of prednisolone 10 mg. t.d.s. Within a month he was free 
from joint pain and the purpura had disappeared. In December he was readmitted to another 
hospital as there was a recurrence of purpura and bruising. Haemoglobin 7-4 g. per 100 ml., 
total white cell count 18,000 per cmm. (lymphocytes 29 per cent), platelets 450,000 per cmm. 
The white cells appeared normal but scanty normoblasts were noted. Total protein 7-0 
g. per 100 ml., serum electrophoresis showed the presence of an abnormal fraction between 
the 8 and y globulins. Radiographs of the skull, pelvis, humeri and femora were normal. 

March 1960. In view of deterioration in his condition and a recurrence of hepato-spleno- 
megaly, together with generalized bruising and purpura, he was transferred to this hospital. 
On examination, the liver and spleen were enlarged three fingers breadths below the right 
and left costal margins, having smooth firm edges. There was no evidence of congestive 
heart failure or oedema. Haemoglobin 7:1 g. per 100 ml., total white cell count 9,000 per cmm. 
(lymphocytes 45 per cent), platelets 200,000 per cmm. The white cells appeared normal but 
scanty normoblasts were seen on film examination. 

Bleeding and clotting times were within normal range, and clot retraction was normal. 
A one-stage prothrombin time was carried out, the patient’s time being 28 seconds and a 
normal control 15 seconds. The prothrombin time could he corrected to 18 seconds by the 
addition of one tenth volume of normal serum, but not by alumina plasma; the defect was 
therefore in a ‘‘serum”’ factor. This was confirmed in the thromboplastin generation test. 
Thromboplastic generation was defective when the patient’s serum was incubated with 
normal alumina plasma and inosithin. The serum defect was ccrrected by using equal volumes 
of the patient’s serum and a normal serum, and it was also corrected by equal volumes of 
the patients’ serum and the serum from a known case of Christmas disease. (See Table). 
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TABLE I 
| Substrate plasma clotting times at intervals of: 
Source of serum 2 mins. | 3 mins. | 4 mins. | 5 mins. | 6 mins. | 7 mins. 
Normal |. een? mm” og” 9” | 8-5” | 8°5” 
ae: Cee ES Se eS |e Lee eee Ne 
4 | ” | ” ” | ” ” | ” 
Patient 49 a6) | ae” | 21 | 22 
| | i 
é a (aes ea | ie es eee |e) 
Christmas disease } equal | | 
+ volumes )* Gee i” nea is” 12” rr” SC SE” 
Patient | | | 











Christmas disease equal | | 
+ volumes ee 18” i” | 145" | tO II 
Normal | | 
| \ 


Thromboplastin generation The generating system consisted of inositol phosphate as platelet 
substitute, normal alumina plasma, and the various sera as indicated. 








Total protein 6-1 g. per 100 ml. (albumin 2-30, «1 0°40, «2 0°75, B +7 2°65); on electro- 
phoresis an abnormal protein band of ‘‘myeloma” type was present between the 8 and y 
globulins. Proteinuria was present but no Bence Jones protein was detected by routine 
methods and urinary electrophoresis showed no abnormal protein. Stool occult blood strongly 
positive. 

His condition continued to deteriorate and on 3rd April he developed sudden severe pain 
in the left iliac fossa, the pulse rate rose to 140 per minute and the temperature was 101°F. 
On examination his abdomen was rigid. Laparotomy was performed but no perforated 
viscus was found, the only abnormality being considerable mesenteric haemorrhage. He 
developed post-operative bronchopneumonia and died six days later despite chemotherapy. 


POST MORTEM EXAMINATION - 


The prominent findings were that the spleen and liver were enlarged. The spleen (950 g.) 
was firm and the cut surface showed the typical appearance of amyloidosis. Histologically 
the splenic pattern was completely obliterated by amyloid deposition. The cut surface of the 
liver (1950 g.) also showed typical amyloid changes; microscopically there was widespread 
deposition of amyloid substance, especially around the sinusoids, and almost every cell 
was damaged. Amyloid was also demonstrated in the kidney, stomach and intestines, and 
scanty deposits were noted in the heart and skeletal muscle. 

There was no evidence of any chronic sepsis, tuberculosis, or glandular enlargement. 


DISCUSSION 


The initial enlargent of the liver and spleen could be explained by leukaemic 
infiltrations as these organs diminished in size after treatment with radio-active 
phosphorus. The return of the hepato-splenomegaly seems likely to be associated 
with the onset of amyloidosis. The combination of amyloidosis and leukaemia was 
mentioned by Bero (1957). Amyloidosis may also be associated with diseases of the 
reticulo-endothelial system including Hodgkin’s diease and myelomatosis. Leonard 
(1957) described a patient with chronic lymphatic leukaemia who developed the 
nephrotic syndrome, the latter occurring as a result of amyloidosis. Teilum (1954) 
and Spain (1956) noted rapid development of amyloidosis in Hodgkin’s disease when 
nitrogen mustard was used therapeutically. We know of no association between 
amyloidosis and P3,. treatment. 

As there was no clinical or radiological evidence to support a diagnosis of myelo- 
matosis, the abnormal serum protein of the “myeloma” type in this case would seem 
to be related to lymphatic leukaemia (Rundles et al., 1954; Buffa and Rappaport, 
1957; Owen et al., 1959), although an abnormal protein fraction has been described 
in primary amyloidosis (Block et al., 1956). 
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An interesting feature was the absence of purpura or bruising in the presence of 
a big liver and spleen when the patient was first seen. After Ps. treatment, and the 
subsequent re-enlargement of these organs, purpura and bruising developed. The 
platelets were normal but the thromboplastin generation test showed an apparent 
Christmas factor defect, the latter was corrected with serum from a known case of 
Christmas disease. A similar hereditary coagulation defect (Stuart clotting factor) 
was described by Houghie, Barrow and Graham (1957). 

A consideration of the results of the coagulation studies detailed above restricts 
the patient’s haemostatic deficiency to a lack of either Stuart factor or factor VII, or 
both. Uncomplicated factor VII deficiency (as a congenital state) does not affect 
the activity of serum in the thromboplastin generation test, and therefore the serum 
defect we observed must be ascribed to a deficiency of Stuart factor. However we 
cannot be sure that some factor VII deficiency was not also present. The use of 
“Stypven” in the one-stage prothrombin test could not be expected to reveal any 
minor defect of factor VII, since this reagent corrects the abnormal one-stage pro- 
thrombin time not only in factor VII deficiency but also in some examples of the 
Stuart defect (Telfer et al., 1956). 

Rabiner and Kretchmer (1961) demonstrated that the concentration of Stuart 
factor activity was in the «- and B-globulin fractions of normal serum. The «, and a, 
globulin fractions were normal in our patient but, owing to the presence of a ‘“‘myeloma”’ 
type band, we are unable to assess whether there was any deficiency of the B-globulin 
fraction, to account for the Stuart factor defect. 

The coagulation defect could be ascribed to liver cell damage as the liver was 
heavily involved with amyloid substance. Chambers, Medd and Spencer (1958) 
found purpura in one out of six cases of primary amyloidosis and suggested the 
mechanism was “probably due to rupture of thickened, inelastic vessels’; no coagula- 
tion studies were done in this case. Symmers (1956) described two patients with 
primary amyloidosis who had unexplained haemorrhagic phenomena; in one case 
the liver was fairly heavily involved with amyloid but only mildly so in the other. 
In view of the mild liver damage in one of Symmer’s cases, the possibility exists that 
in some obscure way it is the presence of amyloid substance that interferes with 
coagulation. 


SUMMARY 


A patient with lymphatic leukaemia is described who after P3, treatment developed 
amyloidosis with haemorrhagic manifestations. The latter were due to a serum 
defect in coagulation. It is tentatively concluded that the coagulation defect was an 
acquired Stuart factor defect. 


Our thanks are due to Dr. A. L. Taylor for permission to publish the post motem 
findings, to Dr. R. C. Tudway for allowing us access to the notes, to Mr. R. J. Cousins, 
F.I.M.L.T. for technical assistance, and to Dr. A. B. Raper for helpful criticism. 
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Notes and News 


Obituary: V. B. GREEN-ARMYTAGE, M.D. (BRISTOL), F.R.C.P., F.R.C.S., F.R.C.O.G. 


Appointments 


Name Appointment 

BEESON, B. B., M.B. Consultant Pathologist. Lancaster and Kendal and 

(BRISTOL) M.R.C.P.E. Lancaster Moor Hospital 
Group. 

DuNNILL, M. S., M.D. Consultant Pathologist. Radcliffe Infirmary, Oxford. 
(BRISTOL) M.R.C.P. 

PENGELLY, C.D. R., M.D. Consultant Physician. North and Mid-Cheshire Hos- 
(BRISTOL), M.R.C.P. pital Group. 


SOUTH WESTERN REGIONAL HOSPITAL BOARD 
JANUARY TO MARCH 1061 


BRISTOL 
Name Appointment Formerly 
HI11, B. W., M.B., Clinical Assistant in Dermatology, In general practice in 
CH.B.(BRISTOL) Cossham Memorial Hospital Bristol. 


(one session) re-appointed. 
WETHERED, H. H., B.A., Clinical Assistant in Dermatology, In general practice in 
M.B., B.CH.(OXFORD). Southmead Hospital (two ses- Bristol. 
sions re-appointed. 
ALForD, R. M., M.R.c.s., Clinical Assistants in Obstetrics, In general practice in 


L.R.C.P.(LOND. ). Weston-Super-Mare General Weston-Super-Mare. 
: Hospital. 

Nott-Bower, T. M., Clinical Assistants in Obstetrics In general practice in 
M.R.C.S.(ENG.), L.R.C.P. Weston-Super-Mare General Weston-Super-Mare. 
(LOND.), D.OBST.R.C.O.G. Hospital. 

BENNETT, P. M. J., B.A. Medical Regsitrar, Cossham—Fren- (S.H.O.), Frenchay Hospital. 
(CANTAB.), M.B., B.CHIR. chay Group of Hospitals. 

Burns, B.H., M.B., CH.B. Registrar in Phychiatry, Glenside Captain in the Army (complet- 
(BRISTOL), D.OBST.R.C.O.G. and Barrow Group of Hospitals. ing National Service at Tid- 


worth Military Hosp. ). 
James, B., B.sc., M.B., Registrar in Phychiatry, Glenside Morgannwg Hospital, 


B.CH.( WALES). and Barrow Group of Hospitals. Bridgend, Glam. 

Jounson, J. K. M.B., CH.B. Registrar in Pathology, Frenchay S.H.O.in Pathology, Frenchay 
(MANCHESTER), Hospital. Hospital. 
D.OBST.R.C.O.G. 

MEHENDALE, C. V. M.B., Registrar in Plastic Surgery, Locum Registrar in Plastic 
B.S., B.SC.(ANATOMY), M.S. Frenchay Hospital. Surgery, Frenchay Hospital. 


(GEN. SURGERY)(BOMBAY). 

Nour-Etpin, F., M.B., Registrar in Pathology, Southmead J.H.M.O., Blood Transfusion 
B.CH.(CAIRO), Hospital. Service, Brentwood. 
PH.D.(MANCHESTER), 

L.M.S.S.A.(LOND. ). 


BATH 
Berry, G., M.B., Anaesthetic Registrar, Bath Asst. Professor of Anesthesio- 
CH.B.(LEEDS), Group of Hospitals. logy, Vanderbilt University, 
D.OBST.R.C.O.G., U.S.A. 


D.A.(LOND. ). 
Iol 








102 APPOINTMENTS 


Name Appointment 
CoxpsaM, J., M.A., B.M., Anaesthetic Registrar, Bath 
B.CH.(OXON). Group of Hospitals. 
Manupbang, G. S., M.B., Registrar in E.N.T. Surgery, Bath 
B.S., D.O.R.L. (BOMBAY), Group of Hospitals. 


D.L.O.(LOND. ). 
STEWART, D. J., M.B., Re-appointed for two years as 
CH.B.(GLASGOW). Clinical Assistant in Orthopaedics 
and Traumatic Surgery, Royal 
United Hospital, Bath. 


NORTH GLOUCESTERSHIRE 


CroucH, H. E., M.B., Re-appointed for two years as 
B.CH., B.A.O.(BELFAST). Clinical Assistant in Dermatology, 
Stroud Hospital and Gloucester 
Royal Hospital, Gloucester 
Sen Gupta, P. C., M.B., Registrar in Obstetrics and Gynae- 


B.S.(CALCUTTA), cology, Gloucestershire Royal 
D.G.O.(CALCUTTA), and City Maternity Hospitals, 
M.R.C.O.G. Gloucester. Re-appointed. 


SOUTH SOMERSET 


Fox, P. P., M.B., CH.B. G.P. Specialist in Venereology, 
(LIVERPOOL), D.P.H. Yeovil General Hospital, Yeovil. 
(one session per wk.). 


DEVON AND CORNWALL 
Lioyp-Daviss, D. G., Consultant E.N.T. Surgeon, North 
F.R.C.S.(ED.), D.L.O.(ENG.), Devon Infiimary, Barnstaple. 
F.A.C.S., M.D.(MANITOBA), 
L.M.C.C.(CANADA). 
SHEERS, G., M.A., M.B., Temporary Consultant Chest Phy- 
B.CHIR., M.D.(CANTAB. ). sician, Plymouth Clinical Area 
for a period of two years. 
CarpDaLE, J. D., M.B., G.P. Surgeon in Orthopaedic Sur- 
CH.B.(BRISTOL). gery at Lydney and District 
Hospital for one session weekly. 
Re-appointed for a period of two 


years. 

Davipson, C. M., M.B., Senior Surgical Registrar, Royal 
CH.B.(GLASGOW), Devon and Exeter Hospital 
F.R.C.S.(EDIN. ). (Joint appt. with United Bristol 

Hospitals). 

GanpHI, D. A.,M.B.,B.S., Medical Registrar, Royal Cornwall 
(BARODA), D.T.M. &. H. Infirmary, Truro. 
(ENG.). 

SouTHwoop, R. T.,M.B., Registrar in Orthopaedic and Trau- 
B.S.(ADELAID), F.R.C.S. matic Surgery, Torbay Hospital/ 


Princess Elizabeth Orthopaedic 
Hospital, Exeter. 


Formerly 


Resident Anaesthetist, Royal 
Berkshire Hospital, Reading 

Locum E.N.T. Registrar, Hill- 
ingdon Hospital, Uxbridge, 
Middx. 

In general practice in Bath. 


Registrar in Obstetrics and 
Gynecology, Gloucester. 


Medical Officer of Health, 
Yeovil. 


Consultant E.N.T. Surgeon 
Dudley Road Hospital, 
Birmingham. 


S.H.M.O. Mass Radiography 
Centre, Devonport, 
Plymouth. 

In general practice in 
Gloucester. 


Surgical Registrar, Royal In- 
firmary, Glasgow. 


Locum Registrar in Geriatrics, 
St. Matthew’s Hospital, 
London. 

Surgical Registrar, Warwick 
Hospital Warwick. 
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Vice-Chancellor of the University of Bristol 


I have been wondering what led you to invite me to address you this evening and 
also what led me to accept your invitation. I found it difficult to provide satisfactory 
answers to either of the questions; and the second began to be important when I had 
to decide what to talk to you about. I am no expert in medical affairs. Indeed 
there is nothing in which you would be likely to be interested about which I could, 
as an expert, speak to you. The Society has been interested in the University ever 
since it began, and many of your members are closely associated with its work. I 
eventually came to the conclusion that my best course was to talk generally about the 
University and the place of the Medical School within it because they should here 
find a common interest. I was also led to a consciousness of the necessity to speak 
with due humility. The Medical School existed before the University and even before 
the University College which preceded it. 


and 


EARLY HISTORY OF THE MEDICAL SCHOOL 
Many of you will be familiar, some of you much more familiar than I am, with the 


7“ early story of a Medical School in Bristol. There is evidence that some medical 
subjects were taught in Bristol in the Middle Ages, but the modern movement begins 
with the opening of the Bristol Medical School in 1833. There was at about the same 
time a rash of provincial medical schools. The original object of the School was to 
provide some systematic instruction for groups of students attached to already exist- 
ing hospitals which were, notably in the case of the Infirmary, of much older founda- 
tion. In its early years, the School obviously met a need and succeeded; and it 
quickly acquired a high reputation. It had no endowment and was poorly provided 
with resources, and these deficiencies had their effect in due course. In the later 
years of the century a Medical School entirely dependent upon fees paid by the 
students was already becoming an anachronism and things were not going so well. 

% It was, however, active enough and enjoyed a high enough local reputation to play 
its part in the foundation of a University College. Since then the fortunes of the Medi- 
cal School have been interlinked with those first of the University College and, since 
1909, of the University. But I must avoid, what is far from my intention, developing 
a historical theme. I prefer on this occasion to speak more discontinuously, and to 
mention some things which are of current interest, and perhaps a few of more funda- 
mental importance. To add interest to what might otherwise be a bald and uncon- 
vincing talk, I prevailed upon the Bursar to display a model or two and also some 
drawings of the new Medical School which is rapidly taking shape on the side of 
St. Michael’s Hill. I am very grateful to him, as I am sure you will be. A casual look 
at what he has put out for us to see shows that things are very much on the move all 
around us. I thought I would devote a few minutes to putting the considerable activi- 
ties of the present time into some sort of perspective. 

The story of the early years of the Medical School is an integral part of the pre- 
natal history of the University. The gestatory period lasted until 1909 when a new 
life began. The Medical School had been fully incorporated into the University 
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College almost twenty years earlier, and a College Faculty of Medicine was already 
in existence. There was no abrupt change in the arrangements as a result of the 
Charter, but the fact that a University had come into existence with the power to 
grant its own medical degrees helped to knit together the very divided and dispersed 
medical teaching going on in the City. Before the University began, clinical teaching 
had remained largely independent of the University College. For some years, the 
students completed their pre-clinical work and then chose between the Royal Infirmary 
and the General Hospital as the place for their clinical studies. Rumour has it that 
one of these was very much better placed than the other, but it does not reveal which 
it was. It was not until a few years after the termination of the first world war that 
the medical curriculum came completely under University management, and it was 
not until 1940 that the amalgamation of the Infirmary and the Hospital completed the 
process of unification. It was fortunate that this unification was achieved well in 
advance of the establishment of the Health Service and the story of medical education 
and of the Hospitals associated with it might have been different had this process of 
unification been successfully achieved, as it might have been, very much sooner. 


GROWTH OF THE UNIVERSITY 


But following the story of medical education has caused me to run ahead of myself. 
It is now difficult to appreciate how short a period there was between the establish- 
ment of the University in 1909 and the beginning of the first world war. Certainly 
the infancy of the University was attended by many difficulties. It stood in great 
need of accommodation for its work and all facilities appropriate to a University. 
Building activities were necessarily interrupted by the first war and the Main Building 
was not available for use until 1924. Thus the first period of real growth and develop- 
ment extends from the end of the first world war to the end of the second. During 
that time steady progress was made with the provision of facilities both academic and 
residential; and the University began to be accepted within the family of universities 
as an academic centre. All the plans and ideas which were being put into action 
followed the general principle of developing a small and intimate collegiate University. 
In the last session before the second world war, the total student body was round about 
one thousand, and staff little more than a hundred. The University was well known 
for its friendliness and intimacy and in some academic fields it had more than simply 
begun to make its mark. The Medical School had in a wide variety of ways integrated 
itself with the general life and government of the University, and this was greatly to 
its advantage because it was still small and by no means all candidates who presented 
themselves for and successfully gained admission were well prepared for the studies 
that they wished to pursue. The ashe! war broke out at a most unpropitious moment 
in the life of the University, and many of those who were then involved in its 2ffairs 
must have wondered how the threads would be picked up and life resumed when the 
war eventually came to an erd. As the University buildings were seriously affected 
by war damage, it would be forgivable if people had allowed their faith to sink to a 
low ebb. This, however, did not happen as the vitality which immediately began to 
show itself at the conclusion of the war showed. 

The third convenient period in the story both of the University and of the Medical 
School relates to the years between the end of the second war and the celebration of 
the Jubilee in 1959. For good or ill, between those years the whole scene both in 
relation to the University and the Medical School has changed, and considering the 
position as we do in the beginning of 1961, we have to note that the whole scene is 
beginning to change again. During this period, growth and development have been 
constantly with us. Indeed, there are many who think that there has been too much 
of both. However that may be, the student body rose to over three thousand, and is 


NZ 


for tl 
as a) 
been 
incre 
stren 
for i 
incre 
smal 
purp 
ways 
has 1 
give! 
cond 
culti 
the ' 
now 
mys 
as it 
orig 
to b 
beer 
finis 
like. 
orde 
that 
tion 
and 
thei 
the 

rath 
thei 
peri 
of v 
reql 
ade 
Hos 
perl 





eady 
the 
r to 
rsed 
hing 
the 
nary 
that 
hich 
that 
was 
| the 
1 in 
tion 
s of 


self. 
ish- 
inly 
reat 
sity. 
ling 
op- 
‘ing 
and 
ties 
‘ion 
ity. 
out 


iply 
ited 
y to 
ted 
lies 
ent 
airs 
the 
ted 
oa 
1 to 


ical 
. of 

in 
the 
2 1S 


Pen 
ich 
1 is 









PY 


THE UNIVERSITY AND THE MEDICAL SCHOOL 105 


for the time being settled in that region. The additional numbers have not happened 
as a result simply of the further development of existing activities. It has fortunately 
been possible for the variety of work done to grow as the size of the student body has 
increased—and not incommensurately with it. Thus the sources from which the 
strength and vitality of the University derive are many and varied and opportunities 
for inter-action between different fields of study and different kinds of student have 
increased as the University has become inevitably a large-scale—as opposed to a 
small and intimate—affair. In such a period there are always dangers that the real 
purpose of a University will become submerged in anxiety and over-activity about the 
ways and means of development and growth. I feel sure that in this University this 
has not happened and the credit for this is very largely due to many people who have 
given long and faithful service to the University over many years under very varying 
conditions. Looking back over this period, one too easily forgets the extreme diffi- 
culties of making good the ravages of war. Indeed, we still have ruins to remind us of 
the war although happily the most grievous loss which the University has suffered is 
now slowly but surely being made good. The Great Hall—which incidentally I 
myself never saw in its original condition—is being worthily restored, and such beauty 
as it has will be very much due to the generosity of a member of the family of the 
original donor of the Main Building who, with rare foresight, enabled the University 
to buy the necessary oak immediately after the conclusion of the war. This having 
been well seasoned is now being worked and installed. Sometime in 1962 this will be 
finished. Many of us will then be able to see for the first time what it used to look 
like. Although there was much work to do and much money had to be spent in 
order to accommodate the increased numbers, the surprising thing on the whole is 
that the University should have grown to three thousand students without the comple- 
tion of any major building except Queen’s Building. Those who originally founded 
and developed the University must have been gifted with unusual foresight because 
their work turned out to be versatile and usable in very different conditions. During 
the same period the Medical School established itself on a steady level equivalent to 
rather more than twice its pre-war size with the majority of its students beginning 
their University work having completed the first M.B. beforehand. But during the 
period while increased facilities were provided for the Medical School in a number 
of ways, it did not prove possible to embark upon the two things which were most 
required, namely the provision of a new Medical School designed for its purpose and 
adequate to its increased size on the one hand, and the re-building of the Teaching 
Hospital on the other. Both of these objectives remain to be achieved during the 
period upon which the University and the Medical School have already begun. 


THE UNIVERSITY TODAY 


The size of the University is for the time being stabilized at about three thousand 
five hundred students, but there are many deficiencies to be made good. Remedying 
some of the present deficiencies will inevitably make some expansion in the total size 
of the University follow as a consequence. Further, the demand in the country fer a 
more generous provision for university education is strong, and successive Govern- 
ments have felt that the country must look to its higher education, and particularly 
to the scale of it, if it is to maintain its place in the modern world. In conditions as 
we know them today, it seems inevitable that universities should be actively on the 
move, and any relaxation into isolation and detached contemplation seems to be out 
of the question. However this may be, the University has a very substantial programme 
of development actually in operation, and a still bigger one in contemplation. Indeed, 
it is a sobering thought that all the extensions already planned and under active 
consideration are in scope and scale a good deal more extensive than the University 
as we know it today. 
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The expansion of the University is no simple matter. It is not simply a question of 
those who want laboratories, lecture rooms and the like sitting down and working out 
what they would like to have, although all this has to be done and is very important. 
But it has to be remembered that the University is already a large community, and 
the consequences which follow from making it a community of twice the size raise 
many problems. It would, for example, be a very great tragedy if the quality of student 
life deteriorated through an undue concentration in purely academic requirements 
to the exclusion of facilities for living, feeding and informal association. It is there- 
fore absolutely necessary that any expansion programme should be well balanced, 
providing in as reasonable a manner as possible for all the needs of a very much 
larger community. I will not at present enter into the complexities of maintaining a 
balance between the accommodation available in the various subjects. A moment’s 
reflection will make it plain that even the academic requirements of undergraduates, 
because of the variety of subject which seems to be maintained, give rise to intricate 
and difficult problems. Also, those who know most about University life and Univer- 
sity people would be the first to accept that the dispersed and rather loosely con- 
structed machinery of government in the University is not ideal for the purposes of 
devising and carrying into effect a carefully co-ordinated long-term plan. 

I think I should spend a few minutes reciting the list of projects actually being carried 
out and those in contemplation, so that the scale and diversity of all that is going on 
may be apparent. In addition to the re-building of the Great Hall as a very proper 
act of piety, the main Library is being extended to its originally designed size, and all 
the administrative staff and offices will be removed from the Main Building when the 
new Senate House, now in course of erection on what used to be known as the Hiatt 
Baker Garden, is completed. What is now known as the Main Building will then 
accommodate the Faculties of Arts and Law and the Library, but will not be by 
itself sufficient for these purposes. Consequently, a large building in the south-east 
corner of Berkeley Square is in course of erection in which will be accommodated the 
Departments of Economics, English, Spanish, and the staff of the School of Manage- 
ment Studies. The new Medical School, as everyone present will know, is rapidly 
taking shape and all the pre-clinical Departments will move into the first stage as soon 
as it is completed, thus liberating accommodation for the Faculty of Science. The 
demands of the Faculty of Science cannot however be met without further additional 
building, and work has begun on a large new School of Chemistry, comparable in size 
to Queen’s Building, on the slope of St. Michael’s Hill below Queen’s Building and 
the new Medical School. Also the building of the Physics Laboratory is to be com- 
pleted and its unfinished end, which has for so long disfigured it, will soon disappear. 
Incidentally, in the course of completing the Physics Building, a substantial piece 
of work in connection with an adequate and satisfactory water supply to the whole 
area will be carried out. While all these buildings when completed will both solve 
many problems and also create others, they do not effectively provide for the require- 
ments of the Departments of Mathematics and Education, and some further projects 
will have to be devised to do so. The completion of all these buildings will inevitably 
bring a big increase in the undergraduate population, and a new Union in time for 
such an increase in undergraduate numbers becomes almost a first priority. A project 
for a new Union has been planned and the commencement of work upon it is unlikely 
to be long delayed. The expansion which is going to happen means inevitably that 
the desire to accommodate the majority of students in Halls of Residence has to be 
for the time being set aside in favour of a more modest objective of maintaining the 
same proportion of students in Halls of Residence. To achieve this more limited 
objective means a very substantial programme of residential building which is making 
good progress and will, we hope, make even better progress in the near future. 
Churchill Hall already completed, Clifton Hill House rapidly nearing completion, an 
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extension to Wills Hall about to begin, and four new men’s Halls in the Wills Hall 
area, two to begin quite shortly and two to follow, comprise the present definite pro- 
gramme. There will still be available space for a further extensive programme later 
on. The position can be put quite shortly something like this. Additional academic 
accommodation brings more students; more students need more staff; all members of 
the University need somewhere to live and senior common rooms and Unions in 
which to get to know each other. Expansion depends upon the provision of accommo- 
dation and building operations depend chiefly upon the rate of the flow of the money 
with which to pay for them. 


THE NEW MEDICAL SCHOOL 


I do not propose to speak in detail about the new Medical School which is now 
being built. The model and the drawings give a better idea of it than I could possibly 
give in words. Shortly put, it represents a decision on the part of those concerned to 
provide adequately for a Medical School of about the present size in a manner which 
integrates the Medical School with the University on one side and the proposed new 
buildings of the Teaching Hospital on the other. What this project means is perhaps 
of greater significance and importance than its physical details. It represents and gives 
effect to some very important and fundamental decisions of which the following are 
examples: that a Medical School should be part of the University and integrated 
with the University to the maximum possible extent; that the clinical work of the 
Medical School should be conducted in a Teaching Hospital; that the University 
and the Medical School should be geographically close to each other; that the ad- 
ministration of the Teaching Hospital as part of the Health Service on the one hand, 
and the administration of the Medical School by the University as an autonomous 
corporation on the other can proceed in harmony with each other; and that all the 
people concerned, whether they think of themselves as belonging to the University 
or the Hospital, should accept and understand a loyalty to an objective which tran- 
scends both. I could add substantially to this list, but I have said enough to emphasize 
the responsibility which everybody, and in relation to the present meeting, especially 
the members of the medical profession, carries for the success of what is being done. 
The only aspect of this complex of problems which I want to develop for a few minutes 
now is whether a Medical School is rightly placed in a University. 


MEDICAL EDUCATION 


A Medical School is a social institution and its essential function is to ensure that the 
need of society for the continuance of the practice of medicine and the prosecution of 
study and research in fields of knowledge relevant to it is satisfactorily met. At first 
sight, it might seem that the importance of professional training was such that a com- 
pletely independent institution solely devoted to the requirements of the profession 
might satisfactorily meet the need. But it has to be remembered that the practice of 
medicine is an art based upon the application of knowledge derived from many fields 
covering a wide variety of subjects. The medical practitioner has never been and can 
never become merely an instrument for the application of ascertained knowledge to 
particular conditions and situations. The essence of the medical practitioner’s art is 
that he must consider each patient as a whole person, and in treating his patients, 
rely to the maximum possible extent on ascertained knowledge where that is sufficient 
for the occasion. While, therefore, the training of the doctor and the education of the 
student as a person must always remain intermingled, it is possible and useful to 
distinguish between them. The knowledge which the medical profession must have 
at its disposal is derived from so many fields of study that it ought to be studied and 
advanced in circumstances in which it can rely upon and interact with all those fields 
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of study which are being pursued in their own right. By finding itself in company 
with schools concerned with a wide variety of fields of study, within a University, 
a Medical School finds the right conditions for its wellbeing and advancement. Like 
other schools within a University, it needs a sufficient measure of autonomy; but also, 
like other schools, it gains rather than loses by accepting the discipline and benefits of 
sharing with other schools a responsibility for the maintenance and advancement 
of knowledge as a whole. So far as the training of students in preparation for the practice 
of medicine is concerned, it is clear that those who wish to become doctors must be 
educated in the ways and habits and customs of their fellow men and women as much 
as in the scientific knowledge which they hope to have at their command. Thus 
there is advantage rather than loss in the mingling of medical students with other 
students in the study of any relevant subjects in which such a mingling of students is 
practicable. The knowledge which the medical student needs to acquire is not dif- 
ferent from that which others also need simply because he is proposing in due course 
to apply it in a special and particular manner. Further, as the advancement of medi- 
cine depends both upon the development of its practice as an art and also upon the 
advancement of knowledge upon which the practice of the art relies, the foundation of 
progress is to be found not only in departments devoted to medical subjects but also 
in a wide variety of other subjects also. The chief arguments, therefore, for placing a 
Medical School within a University are that it finds there the right conditions for its 
own healthy growth, and can in such circumstances make its own contribution to 
other disciplines. The greatest possible inter-action between disciplines which is 
compatible with good and intelligent government and administration is to the advan- 
tage both of the studies themselves and also of society as a whole. Perhaps this is a 
question which does not need to be argued. Nevertheless, it is a good thing to examine 
the reasons for a state of affairs which exists and which is at present in process of 
very substantial development. 


THE MEDICAL CURRICULUM 


What I have been saying tempts me to trespass upon ground which some think 
should be sacred to members of the medical profession, and to refer to the present 
state of the medical curriculum. I must be careful because in everything I say and in 
most things that I think, I am constrained by fear of colleagues both in the University 
and in the Teaching Hospital. I maintain quite definitely that those who are not medi- 
cal practitioners have a contribution to make and a function to fulfil in relation to 
medical education. My reasons for holding this view will be apparent from what I 
have already said about the appropriateness of a Medical School finding itself within 
a University. Indeed, the very fact that a Medical School is properly placed within a 
University suggests that it cannot live its own life free from the influence of others 
and from the consequences which flow from co-operation and inter-action. In any 
event, the few things I would like to say and the questions that I want to raise will not 
perhaps turn out to be very controversial after all. it is first of all necessary to ask 
what kind of students a medical school wishes to admit, and by what criteria they 
should be selected. In this context it should be remembered that it is only during 
comparatively recent years that the first M.B. has been taken and passed before a 
university course begins. Here in Bristol students were being admitted some to take 
an intermediate course and others to embark immediately upon a course leading to 
the second M.B., as recently as since the end of the last war. Indeed, it is still not 
impossible for students intending subsequently to take a medical course virtually to 
begin their scientific education in the University. But the tendency towards the 
admission of students with the first M.B. as an entrance qualification has increased. 
The result is that the majority of students who are admitted have been concentrating 
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upon scientific subjects during their concluding years at school. What is happening 
in practice would suggest that the best educational preparation at school for a medical 
course was one with a stronger scientific bent. It might even seem to suggest that 
students for admission to a medical school should be preferred on account of their 
scientific ability and attainments. There seems to be no doubt that in the present state 
of medical knowledge, medical students must have a sufficient scientific grounding; 
the important question to keep under consideration is exactly how much weight should 
be attached to ability, and attainments measured by examinations, in scientific 
subjects. 

I do not attempt to answer this question but rather content myself with asking it. 
I prefer to go on to raise the problem which has been caused by the exceptionally 
rapid developments which have taken place in the medical field during recent years. 
It is difficult to speak in a few words about the nature of these changes because they 
are so various and cover such a wide field. It is nevertheless possible to point to 
inter-related developments which are causes, perhaps the chief causes, of the changes 
which have come about. The first important development must be looked for out- 
side the specifically medical field because it is to be found in the great advances which 
have been made by what I would call physical and biological scientists. The story of 
these advances affords an illuminating example of the profitable results of inter-action 
between different disciplines. The development and elaboration of techniques has 
been assisted by as well as itself helping to bring about a greater understanding of 
natural phenomena. The second important development has been the rapid adoption 
within the medicai field of methods and technique; which have their origins elsewhere. 
The effects upon all those involved in the treatment of patients have been far-reaching. 
As in the biological and physical sciences, fragmentation and specialization have in- 
creased with the advancement of knowledge, so in both the study of medical prob- 
lems and in the application of new knowledge and techniques to the treatment of 
patients, a similar tendency towards specialization and fragmentation has asserted 
itself. It is easy to criticize this tendency because of the difficulties and complications 
which follow in its train. Equally, the logic of the situation forces us to the conclusion 
that the sheer quantity and elaborateness of new knowledge and new techniques 
makes specialization quite inescapable. In fact, the acceptance of specialization is 
part of the price that has to be paid for both the advancement of knowledge and a 
speedy application of new knowledge to current clinical problems. If this price 
must inevitably be paid, the important question for those engaged in medical education 
to ask is how a curriculum can be devised which does not lose in the bye-ways of 
specialized fragments the unity which is so essential to the student. 

There is no easy answer to the very difficult questions which arise in the course of 
attempting to reform the medical curriculum. Indeed, it is only when the attempt 
is seriously initiated that the many real difficulties begin to be appreciated. Despite 
all the difficulties, it is very necessary that all efforts should be bent towards making 
some progress in reforming the curriculum because time is not on our side, and the 
advancement of medical knowledge should not be arrested or hampered because of 
avoidable weaknesses in the education of a rising generation. It has already become 
impossible, even with the assistance of years of postgraduate education and training, 
for any single doctor to be a master of all practising specialties or of all aspects of 
medical science. The question therefore becomes whether it is possible to identify and 
systematize what is fundamentally necessary as a grounding in the study and practice 
of medicine, or whether the best that can be done is to continue to include in a medical 
course elements of all the relevant specialties and subjects. However this question 
may be answered by those who have the chief responsibility in this matter, there is 
one important aspect of this problem which it is dangerous to overlook. Doctors at 
present, and still more in the future, whatever the nature of their employment, have 
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powerful positive instruments at their disposal. These positive instruments not only 
require a sound intellectual discipline for their understanding but they need at the 
same time to be seen in a rich and varied medical context which is changing all the 
time. The old-fashioned idea that for work of high quality, a trained mind was a 
necessary pre-condition is strengthened rather than weakened by the present and any 
future state of affairs. A newer conviction that the trained mind must not work in a 
vacuum but in the varied contemporary setting in which it finds itself is also of great 
importance. However the medical curriculum may be arranged, it seems to need to 
be tested by two criteria; namely, whether it will train minds by including sufficient 
study in depth, and also whether it will provide an accurate and informed view of 
the general state of medical affairs combined with a real sense of perspective. But 
there are other difficulties also to be encountered. The suitability and effectiveness of 
a course of medical education can be judged only in relation to those for whom it is 
intended and their ability to pursue it; and ability to pursue it means far more than is 
usually meant by a minimum standard of ability and attainments. 

There is one aspect of the reform of medical education which is of such importance 
that it calls for some consideration by itself. The aspect to which I refer is implicit 
in the description of the present state of affairs and what was happening to change it. 
Some of the elements necessary to the medical course lie more on the side of academic 
training and find themselves more appropriately placed in university departments, 
while others are of a clinical nature, having to do with the application of knowledge 
to the treatment of patients as well as with training in the very deep and complex 
personal relationships which must subsist between doctors and patients and find them- 
selves necessarily in a clinical setting, namely in a hospital. Now the primary purpose 
of a university is teaching and research seen as complementary activities. I suggest 
that the primary purpose of a teaching hospital is the treatment of patients and 
research into the cause and cure of disease similarly seen as complementary activities. 
Unless knowledge advances, teaching mortifies; and it could be the case that unless 
knowledge of causes and cures advances, treatment, and more important still, train- 
ing in diagnosis and therapeutics, loses its vitality. While the university on the one 
hand and teaching hospitals on the other are different institutions with different pur- 
poses, they must in relation to a medical school act in full co-operation based upon a 
common conviction that the final outcome of the efforts of both depends upon people 
rather than simply upon knowledge and facilities, and upon the adequacy of people 
to turn things and facilities to the greatest advantage. This all seems, as stated in this 
relatively simple manner, very obvious. Further reflection, for which there is not now 
time or opportunity, will readily suggest the kind of difficulties with which those who 
bear responsibility in hospitals on the one hand and in universities on the other are 
confronted. We are indeed fortunate here in the general attitude and spirit which is 
brought to bear upon the solution of some of these problems, and it is enough to say 
at the moment that the big building projects in hand or in immediate contemplation 
for the Medical School, Hospital and Dental Hospital provide both novel problems and 
new and increased opportunities. 


CONCLUSION 


Universities will fail to make their full contribution to society if, either in relation 
to medicine or in relation to any other profession, they allow themselves to become 
schools of professional training. The final arbiter of academic questions for a univer- 
sity is the extent to which knowledge in any field is advanced in its own right and 
irrespective of its consequences. The final arbiter in the case of a hospital and of the 
medical profession i is whether or not everything that is humanly possible is done for 
patients in need. If there is conflict here, and perhaps it is more apparent than real, 
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the resolution of it is the greatest of contemporary challenges. The success with which 
we meet this challenge depends upon our hearts as well as upon our heads, as everything 
depends upon intelligent and selfless co-operation between individuals. Big demands 
are made and some sacrifice is required. New opportunities are in course of present- 
ing themselves and it was for this reason that I thought I could at this juncture accept 
your invitation and speak to you rather discontinuously and discursively about matters 
in which, I take it, we are all, in our various ways, interested and concerned. 








FUNGUS INFECTIONS OF THE SKIN IN BRISTOL AND 
THE WEST COUNTRY 


BY 
MARY P. ENGLISH, M.SC. 
Medical Mycologist, Bristol Royal Hospital 


In 1954 a diagnostic service for fungal infections in man was set up in Bristol. 
It is available to any doctor, but most of the specimens submitted so far have been 
from dermatologists, and therefore the following account of the activities of the service 
in the last 6} years is confined to fungal infections of the skin. 

The object of the service is to provide facilities for the diagnosis of fungal infections 
of all types, and it can, therefore, be of use to E.N.T. surgeons, chest physicians, 
obstetricians, general practitioners, and others, as well as to dermatologists. The 
suggestions for the taking and despatch of specimens given in the appendix may be of 
interest to those who have not used the service before. 

The correct diagnosis of fungal infections of the skin is of importance both for 
epidemiological and therapeutic reasons. Epidemiologically, if the species of fungus 
causing the infection is known, it may be possible to trace its origin and so to take 
suitable precautions against further spread: this is especially useful in detecting infec- 
tions of animal origin and in tracing the source of cross-infection in tinea pedis. 
Therapeutically, the advent of griseofulvin, the new orally administered antifungal 
antibiotic, which is specific for ringworm infections and useless in any other condi- 
tion, has rendered the correct diagnosis of these infections increasingly important. 
Griseofulvin therapy is prolonged and expensive, and as it is often difficult to diagnose 
fungal infection on clinical grounds alone, especially those of the feet and nails, 
laboratory proof of the presence of fungi before embarking on griseofulvin therapy is 
very desirable. 


THE MATERIAL EXAMINED 


The origin of the patients is shown in the Tables. The various sources in Bristol 
have been using the service since its inception; specimens were first received from 
Cornwall and Weston-super-Mare in 1956, and from North Devon in 1958. Only the 
figures from Bristol General Hospital give a complete picture of the incidence of 


TABLE I 
Sites from which fungi were isolated in 810 infected patients (excluding cases of moniliasis) 














SOURCE 
| Bristol | Other | | Weston- | 
General | Bristol | West North | super- | Private | 
Site | Hospital, | sources, | Cornwall,|) Devon Mare, | Patients, | Total 
1954- 1954- 1956- | 1958- 1954- 1954- | 
1960 1960 | 1960 | 1960 1960 | 1960 
Scalp 77 R37)" 34 3 I 4 126(+17)* 
Face 48 19 4 I 72 
Limbs and | 
Trunk | 122 14 53 6 I 12 208 
Hands 36 3 15 4 I 16 75 
Finger-nails 34 6 4 8 4 17 73 
Feet 138 39 69 21 ‘3 40 320 
Toe-nails 51 II 32 18 5 4 131 
Groin and 
Perianal 21 7 13 5 2 8 56 
Total .<. 527 87(+17)* 2390—i«S; 69 27 112 1061(+17)* 


* An outbreak of, scalp ringworm in a children’s residential home. 
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mycoses in a dermatological clinic; those from all other sources represent the personal 
selection of cases by the dermatologists concerned. 

Material from the skin or from skin appendages was received from 2,987 patients, 
and yielded a mycologically positive result in g99 cases (33-4 per cent). ‘Two or more 
specimens were often received from the same patient. 

In 810 of the patients the fungi isolated were those of the dermatophyte group. 
Table I sets out, for each source of specimens in this group, the number of occasions 
on which fungi were found in various parts of the body—often on more than one site 
in the same patient. Table II shows, under the same headings, the number of patients 
from whom the various dermatophytes were isolated. 


TABLE II 


Number of patients from whom each fungus was isolated (excluding cases of moniliasis) 




















SOURCE 
Bristol Other | | Weston- ; | 
FUNGUS General | Bristol West | North | super- | Private | Total 
Hospital | sources Cornwall | Devon | Mare | Patients | 
| | | | 
Microsporum | | 
——— a | 2(+17)* | I °o. (| oC o | 13(+17)* 
. canis Ae 4 17 - | r | 3 | 94 
Trichophyton | | | 
— | 19 3 | 16 ° o (| 2 | 40 
>» 99 (inter igi- | | | 
tale type) .. | 51 17 26 3 7 | 1 | 323 
T. persicolor .. | 2 ° °o (| ° ° | oe | 2 
T. rubrum om 93 15 29 | 15 6 32 +| 190 
T. tonsurans .. | rr | o | I ° o. (| ° 12 
x — | ” 4 | 47 ae I | a 143 
. violaceum .. | | o ° ° os ° 
(exotic origin) | | 
T. ferrugineum | ° I ° ° ° ° I 
(exotic origin) | 
T. soudanense .. | I ° ° I ° I 3 
(exotic origin) | | 
Epidermophyton 
floccosum.. | 29 3 | I5 | I I 2 51 
Scopulariopsis | | 
brevicaulis .. | I I 6 | ° o. | ° 8 
(toe-nails) 
Aspergillus spp. | , 2 | 3 I I o | 4 
(toe- and | | | 
finger-nails) | | 
Malassezia furfur | 20 4 16 | o | > ° 40 
(pityriasis | 
versicolor) 
Micropscopic | | 
examination 
+ve, cultures | | | 
failed ee 34 | 10 | 21 | 9 3 | 6 | 83 
Total -» | 434 |67(+17) | 198 | 36 | 20 | 69 = | 823(+17)* 


| ' ' 





*In 13 cases, 2 fungi were isolated from one patient; these isolations have been recorded 
separately in the Table, hence the discrepancy between the grand totals in this Table and Table I. 
The double infections consisted of 

5 cases FE. floccosum+ T. rubrum. 
4 cases E. floccosum+-T. mentagrophytes (interdigitale type). 
2 cases T. rubrum-+-T. mentagrophytes (interdigitale type). 
1 case M. canis+ T. mentagrophytes (interdigitale type). 
1 case T. verrucosum-+ T. persicolor. 
* An outbreak of scalp ringworm in a children’s residential home. 
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In 189 patients, species of Candida were isolated, and these are described more 
fully below. 


Though every fungus isolated has been recorded in the Tables, only those of 
common occurrence will be discussed in detail, under the heading of the diseases to 
which they give rise. 





TINEA CAPITIS 


Fungi were isolated from specimens from the scalp in 126 patients. Of these fungi, 
81 (65 per cent) were of the “‘small-spore”’ type, fluorescent under Wood’s Lamp, 
and were of one or other species of Microsporum. Thirty-two (26 per cent) isolations 
were of Trichophyton verrucosum, the agent of cattle ringworm, and will be discussed 
later. The remainder were “large spore’, non-fluorescent infections due to fungi of 
sporadic occurrence only. M. audouini is strictly a parasite of humans, thriving in 
institutions and in conditions of overcrowding and poverty. Only 13 cases have been 
seen in the general public in the 64 years of the service, though there was an outbreak 
in a home for mentally deficient children, involving 17 patients, during this period. 
M. canis, which was the cause of 68 scalp infections, is primarily a parasite of cats and 
dogs, and is probably more often contracted direct from the infected animal than 
passed from child to child (Marples, 1959). In Bristol, as is shown in Fig. 1, there has 
been a dramatic fall in M. audouni infections of the scalp since the war, thanks to the 
cessation of “‘shelter” life, the return of “‘evacuated”’ children, the vastly improved living 
conditions, and a campaign of eradication centred on the schools and the General 
Hospital. The disease is now very rare in the city. Figure 2 shows the incidence of 
M. canis infection of the scalp in Bristol over the same period. While this fungus 
has never occurred as commonly as M. audouini, it has been less easy to stamp it out 
completely, because of the difficulty of controlling the animal vectors (La Touche, 
1955). For instance, the comparatively large number of cases in 1955 mostly occurred 
in one street and were traced to two infected dogs. 


TINEA PEDIS 


With the near-eradication of tinea capitis, tinea pedis is now the most common 
fungous disease of urban areas. Three hundred and twenty cases have been diagnosed 
in the whole district, and of all the fungous infections seen at the Bristol General 
Hospital, 32 per cent were tinea pedis. 

By no means all cases of maceration and scaling of the toe-webs can be attributed 
to fungal infection, and accurate diagnosis based on clinical examination alone is 
extremely difficult. In a large proportion of cases so diagnosed, laboratory examina- 
tion fails to disclose any evidence of fungi on repeated examination. This can be 
illustrated by figures taken from a survey of 4,794 day-school children in Bristol, 
where it was found that 34-7 per cent had lesions which, though rarely causing symp- 
toms, could clinically have been those of tinea pedis; but fungi were in fact found in 
only 11-6 per cent of these lesions, i.e. in 3-6 per cent of all children (English and 
Gibson, 1959). The difficulty arises also in dermatological clinics. For instance, in 
1958 (a typical year) 197 scrapings from feet from all over the area were examined in 
the diagnostic service, but in only 65 (33 per cent) were fungi present. Admittedly, 
many of these specimens were accompanied by a request to “‘exclude fungous infec- 
tion’’, but clinically the element of doubt was there. Many other workers report 
comparable findings. 

Tinea pedis can be caused by three fungi: the interdigitale type of Trichophyton 
mentagrophytes, T. rubrum, and Epidermophyton floccosum. In surveys of the population 
at large the first of the three is found to be very much more common than the other 
two (85 per cent of isolations from the school children mentioned above). In skin 
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clinics, however, the interdigitale type of T; mentagrophytes and T. rubrum were 
isolated from feet in almost equal numbers. This inconsistency can be attributed to 
the chronic and disfiguring nature of most 7. rubrum infections, which causes a high 
proportion of patients to seek specialist advice, while the great majority of 7. menta- 
grophytes infections are treated by the family doctor or by the patient himself, and are 
never seen in the skin clinic. E. floccosum infection of the feet is comparatively un- 
common in the area. 


No. of Cases ——> 


1950 S| 5253 S45 SGC 'ST?C'5QOC'SQ gD 
Year ——> 
Fic. 2. Incidence of Microsporum canis infection of the scalp in Bristol, 1950-60. 


The importance of tinea pedis lies not only in the frequency with which the disease 
itself occurs, but in the fact that an infected foot can be a focus of infection for the rest 
of the body. This is especially true of 7. rubrum, where infection of the hands, nails, 
groin, and trunk is nearly always preceded by a simple tinea pedis. For instance, in 
1958, of 20 cases of T. rubrum infections of the feet diagnosed, 13 (65 per cent) had 
associated lesions elsewhere on the body; but this was true of only 3 out of 20 cases of 
T. mentagrophytes infection (15 per cent) and 1 out of g cases of E. floccosum infection. 

The epidemiology of tinea pedis in the population of Bristol has been studied in 
a series of surveys of schools and families, the results of which have been summed up 
in an article elsewhere (English, 1961). Briefly, the tinea pedis infection rate in day- 
school children is low (3-6 per cent) and infection is spread primarily through the 
local swimming bath, children who swim several times weekly being much more 
prone to infection than those doing so less often. National Service and sports clubs 
provide a further opportunity for the spread of the disease, and about one third of 
infected men who marry may be expected to pass the infection on to their children. 
In the social classes in which the son attends boarding-school, the schools themselves 
are more important foci of infection than the baths, owing to the opportunities of 
cross-infection offered by communal life. It is also likely that there is a greater spread 
within the family in these classes, because of the frequency with which baths are 
taken and the consequently increased chances of cross-infection. At present, the most 
frequent sources of 7. rubrum infection appear to be family contacts and residence 
abroad, spread through swimming baths and schools being of less importance. 


TINEA UNGUIUM 


Toe-nail infections are usually caused by 7. rubrum (10 out of 18 cases in 1958); 
finger-nail infections almost always so (all cases in 1958). 7. mentagrophytes and E. 
floccosum were occasionally found in the toe-nails. Relatively to its high total inci- 
dence on the feet, however, 7. mentagrophytes rarely attacks the nails. The skin of 
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the hands or feet is almost always the primary site of infection, the fungus spreading 
from there to the nails. Infection of the feet usually precedes that of the hands. 


TINEA CRURIS 


Of the three fungi affecting the groin, T. rubrum is the commonest, accounting for 
31 of the 56 cases; 18 infections were due to E. floccosum and 7 to T. mentagrophytes 
(interdigitale type). Despite the predominance of T. rubrum, Table III shows that, 
relative to its total incidence, E. floccosum (the traditional fungus of “dhobie itch”) 
has a special predilection for the groin. Infection of this site by T. rubrum is usually 
secondary to a foot infection but the groin is often the first and only site affected by 
E. floccosum. 

TABLE III 
Association of fungus species with groin infection 
T. mentagrophytes 
T. rubrum | (interdigitale) E. floccosum 


Total | No. of groin Total | No. of groin 


infections cases infections || cases infections 
| | 








| 
| 
| 
| 
| 
| 


| No. of groin 
| 


’ i] | 
190 | 31 (16%) | 123 | 7 (6%) 51 18 (35%) 








Primary | Total | Primary | Total Primary 


Total E : ; 
groin | groin groin | groin groin 


groin 








31 10 (32%) 3 (43%) 18 13 (72%) 


infections | infections || infections infections || infections infections 
| | 
| 
| 


‘Only 4 cases of tinea cruris in women were seen, 3 due to 7. rubrum and one to 
E. floccosum. In each case the feet were the primary site of infection (English and 


La Touche, 1957). 


RINGWORM OF THE LIMBS, TRUNK AND FACE 
In this country, with its high standard of living, primary lesions of these sites due 
to fungi of human origin are comparatively rare. In the present study, 134 of the 
208 cases (65 per cent) were attributable to zoophilic fungi, and are discussed below. 
Of the anthropophilic fungi found, Malassezia furfur, the cause of pityriasis versi- 
color, was the commnest, accounting for 40 (20 per cent) cases. Most body lesions due 
to other fungi were secondary to infections of the feet and hands. 


RINGWORM OF ANIMAL ORIGIN 

Three fungi accounted for all but one of the 276 infections of animal origin. 
M. canis, the cause of cat and dog ringworm, has already been discussed in relation 
to scalp infections; lesions of the face, limbs, trunk, and hands were also of fairly 
frequent occurrence in both adults and children. 

T. verrucosum, the agent of cattle ringworm, was the most commonly isolated 
zoophilic fungus (143 cases, 52 per cent), despite the fact that scrapings from only a 
small proportion of the cases encountered were submitted from sources other than the 
Bristol General Hospital. When it is realized that very many T. verrucosum infections 
are treated by the family doctor and never reach the skin clinics, the high incidence of 
this fungus is striking. There is nearly always a history of contact with infected 
cattle, or with buildings or other structures which cattle have touched (Main, 1959; 


Walker, 1955). 
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The third zoophilic fungus to occur in a significant number of patients was 7. menta- 
grophytes, which accounted for 40 of the infections in this group. Usually the only 
animals with which patients can trace direct contact are domestic species, on which 
the fungus is known to occur only rarely. But there has nearly always been contact 
with animal feeding stuffs, seeds, etc., or with the sacks in which these have been 
stored, and it seems probable that wild rodents are the normal vectors of this fungus. 
Nine isolates, mostly from Cornwall, were of an unusual yellow-pigmented strain, 
which is associated with hedgehogs (Marples, 1960). 


MONILIASIS 


Species of the yeast Candida, especially C. albicans, are normal commensals of the 
human mucosae and digestive tract. Only when the resistance of the host is in some 
way lowered can these organisms reach pathogenically significant numbers. For this 
reason when Candida species are isolated in the laboratory it is often difficult to decide 
whether or not they are of pathogenic importance in any particular case. In Table IV, 
only those cases are recorded in which the fungi occurred in sufficient quantity to be 
found easily on microscopic examination; when microscopy was negative and only 
occasional colonies were isolated in culture the latter were ignored. 


TABLE IV 


Sites from which Candida albicans and other Candida species were isolated 
in 189 cases of moniliasis 


Bristol General {| | i 
Sources: Hospital West Cornwall Other sources || Total 














| | | 
C. | Other C. | Other || C. | Other || C. | Other 
Site albicans |Candidas}, albicans |Candidas| albicans |Candidas|| albicans|Candidas 
} | | 
Mouth se 16 | oF ° ° || 4 o «|| (22 | ° 
Lips .. cs 7 I I o | I oC 9 I 
Sub-mammary 2 ° ° ° I ° 3 ° 
Feet .. a 21 2 4 ° 5 3 28 4 
Toe-nails’.. 2 3 ° ° ° 3 +2 5 
Hands Sls 17 3 7 I 3 2 26 5 
Finger-nails .. 18 II 3 5 II 6 28 21 
Ano-genital .. 43 2 4 ° 20 ° 60 2 
(adults) 
Napkin area .. 3 ° I ° 4 °  j ° 
Total ats 129 a2 22 6 | 49 14 185 38 





C. albicans is recognized as a potential pathogen, and Table IV shows that the great 
majority of monilial infections are attributable to this species. In only 14 (9 per cent) 
out of 164 skin lesions were other species present in sufficient quantity to be con- 
sidered active pathogens. But in 49 finger-nail infections, species other than C. albicans 
were isolated in 21 (43 per cent). Finger-nail-plate infections are usually secondary 
to chronic paronychia of fungal or bacterial origin (Whittle et a/., 1959), and it seems 
likely that most of these miscellaneous species of yeasts are secondary invaders of an 
already damaged nail-plate. 

The number of apparently primary infections of the feet is perhaps surprising, 
nevertheless repeated attempts to isolate dermatophytes from these cases were 
unsuccessful. 

It seems that ano-genital infections with Candida are those most frequently seen by 
dermatologists. Diabetes is known to predispose to infection at this site, but there is 
evidence in this series that an appreciable number of the infections were precipitated 
by the local use of antibiotics for other conditions. 
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UNIDENTIFIED FUNGI 


It is impossible to identify a dermatophyte species without growing it in culture. 
In this series 8-3 per cent of fungi failed to grow though they were visible micro- 
scopically. It is important to known the reasons for these failures, as they may often 
be averted by appropriate methods of taking the scrapings. 

Six per cent of all specimens from which cultures failed were so small that, after 
microscopy, no material was left for culture. In 31 per cent the lesion had been treated 
with a fungicide shortly before the scrapings were taken. Of the remaining 63 per cent, 
nearly half were nail clippings which were not accompanied by scrapings from 
associated skin lesions. There appears to be some special difficulty in culturing from 
nails (Strauss and Kligman, 1957), and the fungus could probably have been identified 
in most of these cases if skin scrapings had been included. In only 33 per cent of 
specimens from which cultures failed (2-2 per cent of the whole series) was there no 
apparent explanation for the failure. 


TREATMENT 
It has been pointed out that during the last few years there have been advances in 


the treatment of fungous infections which stress the importance of proper identifica- 
tion of the fungi. Some applications of this new knowledge will now be considered. 


Local Applications 


Several new fungicides for local application have been introduced by commercial 
firms, but in spite of the improved fungicidal action claimed, they have not repre- 
sented any substantial advance in treatment. The most commonly prescribed fungi- 
cidal application remains Ung. acid benzoic Co. (N.F.) (modified Whitfield’s oint- 
ment). Any condition underlying the fungal infection must be considered and if the 
eruption is eczematized, irritant fungicides should be avoided. In cases of moniliasis, 
treatment of a primary condition such as secondarily infected eczeme or napkin erup- 
tions can lead to the clearing of the monilial infection. The vehicle for the fungicide 
is important, and moist interdigital toe spaces may call for the use of a powder, 
whereas dry cracking areas will do better with an ointment base. In cattle ringworm 
(JT. verrucosum) in which there is usually an inflammatory response (kerion) starch 
poultices or frequently applied normal saline soaks are often used to clean the site 
and promote drainage from the infected area. 


Systemic Fungicides 

The introduction of the oral antifungal antibiotic griseofulvin (‘‘ Grisovin”’ 
(Glaxo) and “Fulcin” (I.C.I.)) has completely altered the treatment and prognosis 
in many fungous infections. Griseofulvin produces changes in the keratin which 
allows it to resist the growth of fungus. As new skin or nails are grown the fungus is 
shed in the old keratin and will not spread to that affected by griseofulvin. In ring- 
worm of the scalp traditional treatments such as X-ray epilation are no longer neces- 
sary. All the fungi infecting the scalp, including M. audouini, M. canis, T. scheonleini 
(favus), T. violaceum and T. tonsurans, are sensitive to griseofulvin and usually clear 
in a few weeks or months. Once treatment is started it is as well to keep the affected 
hair cut as closely as possible and it is very useful to be able to follow progress of the 
fluorescent types by regular examinations of the scalp under the Wood’s lamp. The 
course of cattle ringworm (7. verrucosum) involving the scalp, beard, and other areas 
is shortened by giving griseofulvin. 

Formerly there was no adequate treatment for ringworm of the nails. Griseofulvin 
will clear finger nails after a prolonged course of up to 6-9 months’ continual treat- 
ment, and obviously before starting such a course it is essential to verify the diagnosis 
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by mycological examination. Only 25 per cent of infected toe nails are cured by griseo- 
fulvin and toe nails readily become reinfected; its value in overall management of this 
condition is uncertain. 

Griseofulvin is of little value in the treatment of ringworm of the toe-webs, for 
after long periods the presence of the fungus can still be demonstrated. However, 
ringworm of the groin and smooth skin is readily cleared, including widespread 
infections due ‘to T. rubrum. 

The average dose of griseofulvin for adults is 250 mg. q.i.d., but when prolonged 
courses are necessary it is possible that smaller doses may be effective. The toxic 
effects include occasional headache, gastric upset, dizziness, and rashes, and very 
rarely a reduction in the peripheral leucocyte count has been noted but no agranulo- 
cytosis has been described. 

Griseofulvin has no effect on Candida infections (moniliasis), and Nystatin used 
systemically is not absorbed sufficiently to affect the yeast on the skin. Nystatin is, 
however, of value as a topical preparation in some conditions in which Candida plays 
a part such as in chronic paronychia. Nystatin has no effect on the ringworm fungi. 


£ 


APPENDIX 


(a) Specimens from Skin Lesions 


The taking and despatch of specimens. Fungi in skin remain viable for consider- 
able periods provided the specimen is kept dry; there is therefore no difficulty in 
sending scrapings by post for diagnosis. Except in a few types of moniliasis, swabs are 
useless for the diagnosis of fungous infections of the skin. Scrapings from skin lesions, 
clippings from nails, and the root ends of hairs must be supplied. Satisfactory specimens 
can be obtained if the suggestions below are followed: 


(1) No fungicide should have been applied to the lesion for at least 4 days prior to 
taking the scraping, preferably longer. 

(2) A large quantity of material should be obtained, representative of different parts 
of a large lesion, and of several lesions if there are more than one. 

(3) If a hairy area is involved, send skin fragments and individual hairs if possible. 

(4) If a nail is involved, send, in a separate packet, scrapings from any associated 
skin lesions. 

(5) Wrap specimens securely in pieces of clean paper, preferably dark coloured. 
This is much more satisfactory than placing them between glass slides or in 
test-tubes or bottles, and postage is also easier. 


(b) Sputum, Stools, Histological Specimens 


These should, if possible, be examined on the day of collection, or failing this they 
should be stored in a refrigerator until examined. Specimens received by post are 
less satisfactory. It is not often possible to identify a fungus from a histological section 
alone; cultures are usually necessary. Histological specimens should not, therefore, 
be placed in fixative until attempts to culture a suspected fungus have been made, or 
alternatively a part of the specimen may be kept unfixed and sent separately for myco- 
logical examination. 

I am greatly indebted to Dr. R. P. Warin and Dr. C. D. Evans for contributing the 
section on “Treatment” and for critical reading of the manuscript, and to Dr. Mary 
Dixon for her comments. 
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THE PROBLEM OF HEADACHE 
BY 
F. T. PAGE, M.D., M.R.C.P. 


Consultant Physician, Bristol Clinical Area 


Headache is a symptom known and recorded throughout the ages. There is in 
the British Museum a papyrus dating from the twelfth century B.c. in which is 
depicted the exorcising of a half temple headache. Plato noted the relationship 
between headache and emotional disturbance. In America, headache is said to be the 
chief complaint in more than half the patients seeking medical advice and is common 
enough in this country in all fields of clinical activity. Headache may be the pre- 
dominant symptom of the most malign and lethal conditions and yet is most com- 
monly seen in the absence of organic disease. Many of the more serious conditions 
are no respectors of age. Intracranial tumours may, unlike most neoplasms elsewhere, 
occur in children or young adults. Intracranial infections, traumatic intracranial 
haemorrhage and vascular abnormalities also predominate in the younger age group. 
As a result, clinicians are always on guard lest they miss the early manifestations of 
organic intracranial disease. Unfortunately, the full investigation of a headache is a 
formidable procedure involving the services of an electro-encephalographic depart- 
ment, a skilled neuro-radiologist and a skilled neuro-surgeon. On the other hand, it 
may be said that, as a generalization, it is easier to diagnose the cause of a headache 
on “clinical” grounds than it is to diagnose the cause of almost any other common 
symptom. 


PAIN-SENSITIVE INTRACRANIAL STRUCTURES 
Stimulation of the following structures can give rise to a sensation of pain: 
) The major venous sinuses and their tributaries from the surface of the brain. 
) The major arteries of the base of the brain. 
) The dura in the anterior and posterior fossae. 
) The meningeal arteries in the dura. 
) The cranial and upper cervical nerves. 
) The fifth, ninth, and tenth cranial nerves. 


CLASSIFICATION OF HEADACHE 
A classification of the main causes of headache is set out in the accompanying table, 


MUSCLE CONTRACTION 
TENSION 
PSYCHOGENIC 


VASCULAR Migraine Histamine 
Fever 
Hypertension 
Temporal arteritis 
Aneurysm 
Intracranial haemorrhage 
Intracerebral 
Subarachnoid 
Extradural 
Subdural 
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REFERRED Ear, nose and throat 
Eyes 
Cervical spine 
Teeth 


‘Temporo-mandibular joint 
EXPANDING LESIONS 


MENINGITIS 
CHANGES IN INTRACRANIAL 
HYDRODYNAMIC PRESSURE High pressure 
Low pressure 
LOCAL Paget’s disease 


Bone erosion, etc. 
POST-TRAUMATIC 
NEURALGIAS 


Headache and Fever 


Febrile infections frequently give rise to headache especially if the patient has 
septicaemia. For example, intense headache may be produced, in tropical countries, 
by malaria, typhoid and typhus fevers; and by influenza in more temperate climates. 
The headache is constant, generalized, dull and aching and of variable severity. 
Treatment of the underlying disease and simple analgesics will usually relieve such 
headaches. It is likely that this headache is the result of dilatation of intra-cranial 
arteries. 


Headache and Hypertension 


This is a vexed problem. Since the two frequently co-exist it has sometimes been 
assumed that they constitute cause and effect. However, many hypertensives do not 
suffer from headache and it is a well-accepted fact that the level of blood pressure 
bears no relation to the presence, absence, or severity of headache. Many with mild 
hypertension have severe headache; many with severe hypertension have no head- 
ache. It is a general impression that headache is more common in those patients who 
are aware of their hypertension and certainly many hypertensive patients who suffer 
from headaches are those who might be expected to have headache even if normo- 
tensive. 

Headache may be associated with hypertension in one of three ways. Firstly, in 
hypertensive crises, because of a sudden and intense rise in intravascular pressure; 
secondly because of an unstable cranio-vascular system such as is found in migraine; 
and thirdly as a result of nervous tension and anxiety. ‘The last is the most common 
cause. Because of this, it is often more profitable to attempt to relieve emotional 
tensions than it is to prescribe the latest hypotensive drug, although such drugs may 
be required if hypertension enters the malignant phase. 


MIGRAINE 


Migraine has been described as “‘A paroxsymal or episodic disorder characterized 
in its fully developed form by visual hallucinations, scotomas and other disturbances 
of cerebral function associated with unilateral headache and vomiting” (Brain, 1955). 
The term “hemicrania” was introduced by Galen (A.D. 131-201). 

It is now well-established that the initial symptoms of migraine, that is, the visual 
hallucinations, scotomas, and other cortical symptoms and signs are caused by spasm 
of branches of the internal carotid artery and that the headache results from dilatation 
of extracranial arteries in the distribution of the external carotid. During the stage of 
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headache, there may be visible dilatation of the superficial arteries and flushing of the 
face, while congestion of the conjunctival vessels and of the nasal mucosa may also be 
seen. Ifthe headache is prolonged, the dilated vessels become oedematous and oedema 
may develop in the painful areas. It has been postulated, with experimental backing, 
that the oedema fluid contains a substance of low molecular weight which is respon- 
sible for lowering the pain threshold. Sustained contraction of the neck and scalp 
muscles may follow and may outlast the initial vascular pain. 

It is often said that migraine tends to attack the intelligent and industrious members 
of society. Whether or not this is true there is little doubt that psychogenic factors 
are of greater importance than physical ones in the pathogenesis of migraine. Many 
patients exhibit such personality traits as over-conscientiousness, meticulousness and 
perfectionism. Some develop migraine when they can no longer suppress guilt or 
resentment or because they wish to remain in a state of dependence on others. By no 
means all patients with migraine have personality disorders but it is of great importance 
to recognize these when they exist. 


Clinical Aspects of Migraine 


Women are more often affected than men. The age of onset is usually around 
puberty, except for women of menopausal age. Migraine tends to become less severe 
with passing years. The actual attacks may be precipitated by fatigue, anxiety, 
alcohol, or certain foods, but frequently no reason exists for the individual attack. It 
is quite common for patients to develop their headache after, and not during, a period 
of stress, the so-called ‘“‘let down” or ‘“‘week-end”’ headache. The duration of attacks 
is usually of a few hours, sometimes much less, or up to twenty-four hours and very 
rarely forty-eight hours. The frequency of attacks is varied, but they seldom present 
more frequently than once or twice a month. Any headache occurring daily or several 
times a week or which is continuous for days at a time is not migraine. 

The clinical picture of migraine may be divided into the prodromal or pre-headache 
stage and the headache phase. 

The pre-headache stage of migraine consists of symptoms of diminished cerebral 
function due to constriction of intracranial arteries. Of these, visual symptoms are 
the most constant and consist of flashing lights, teichopsia, progressing to a partial or 
complete homonymous hemianopia. At the same time, paraesthesiae of one side of 
the body, a mild hemiparesis, or dysphasia may occur. Vertigo is occasionally promi- 
nent. Such symptoms are frightening and, whether or not the characteristic unilateral 
headache of migraine follows, may suggest serious intracranial disease. 

Headache is the predominant symptom of migraine and affects the opposite side of 
the head to the cortical symptoms. It usually starts behind one eye and spreads to 
involve one half of the head. Vomiting occurs at the height of the headache and will 
relieve the headache in milder cases. Vomiting may sometimes so overshadow the 
headache that an acute abdominal disorder may be suspected. These cases of acute 
episodic gastro-intestinal symptoms may be called ‘‘abdominal migraine” and a family 
history of other episodic disorders such as asthma and hay fever or epilepsy may be 
obtained. 

Ophthalmoplegic migraine is a condition in which recurrent unilateral vascular 
headache is associated with transient ocular nerve palsies. Although investigation may 
occasionally show no abnormality a cerebral aneurysm or tumour will be found in 
most cases. 


Treatment of Migraine 


The treatment of migraine could be summarized in the words “‘Ergotamine tartrate 
and the personality of the physician’’! 
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The importance of ergotamine tartrate lies in its specific vaso-constrictor effect 
on extracranial arteries. If given in sufficient dosage at an early stage of the migrainous 
attack, it will nearly always ameliorate the severity of the symptoms. It may be given 
by mouth, by suppository or by injection. Oral tablets and suppositories usually 
contain 1-2 mgm ergotamine tartrate, perhaps with the addition of caffeine and simple 
analgesics. For each attack three or four tablets or suppositories may be used. Maxi- 
mum effect is obtained by the subcutaneous injection of not more than 0-5 mgm 
ergotamine tartrate. It must be remembered that large does of ergotamine, however 
given, may produce vomiting. In mild cases simple analgesics may suffice to relieve 
headache. Diuretics can be used for those patients who show fluid retention especially 
in the pre-menstrual phase. When attacks become more frequent or more prolonged 
reassurance and sedation is needed to allay the inevitable tension anxiety state which 
is present. 

Surgery has no place in the treatment of migraine. 


PERIODIC MIGRAINOUS NEURALGIA 


This is a remarkable condition in which episodes of intense unilateral headache 
lasting from half-an-hour to several hours occur with striking regularity, mainly at 
night, over a period of a few weeks. The patient feels in normal health between the 
attacks. The cluster of headaches may continue for a few weeks with intervals of 
freedom for months or years. 


A man of fifty-one complained of attacks of head pain in 1949, 1954 and 1959. Each attack 
lasted about a month. During this time, he suffered attacks of excruciating left temporal 
pain, rising within one or two minutes of the onset to their height, and lasting from half to 
three-quarters of an hour. The attacks usually occurred at night and sometimes by day and 
were of such regularity that he ‘‘could set his watch by them’’. The pain died away as quickly 
as it came. During the attack his left eye watered and the left nostril was blocked. There 
was some reddening and sweating on the left side of the face and the left temporal artery 
became prominent. The headache was of burning, throbbing or bursting quality and he felt 
as though he wished to beat his head against a wall. After the attack he felt exhausted for a 
few minutes, and was then entirely normal. There was no nausea or vomiting. In between 
these ‘‘cluster’’ attacks he felt entirely normal and never suffered from headaches. 
Ergotamine tartrate or di-hydro-codeine by injection usually abort the individual 

attack. Symonds (1952) has suggested daily injections of ergotamine tartrate 0-25 mgm 
during the expected duration of the attack and has claimed good results in the pre- 
vention of attacks by this means. 


TEMPORAL OR GIANT CELL ARTERITIS 


Temporal or giant cell arteritis is uncommon but not rare. It is a disease of the 
elderly. Although sometimes called “temporal” arteritis, it is a generalized sub-acute 
inflammation which may affect any artery in the body. 

Headache is often preceded by a stage of malaise, anorexia, weight loss, fever and 
sweating, which may continue throughout the illness. The site of the headache is 
related to the vessels of the scalp which are affected. Temporal or occipital arteries 
may both be involved and the inflammatory process may start in one vessel and circle 
the head. During the active stage, the vessels are thickened and prominent with over- 
lying erythema or oedema. As the inflammatory process burns itself out, the artery 
undergoes thrombosis, finally to change into a string-like cord under the skin. At the 
height of the illness or later, the patient may be struck by sudden blindness in one or 
both eyes; this is permanent. Thrombosis of other major arteries may more rarely 
occur, but this stage should nowadays seldom be reached as treatment with steroids 
will usually control the inflammatory process. If only one artery is involved, the pain 
may be instantly relieved by stripping the sympathetic coat surrounding the vessel 
or by excision of a segment of the artery and its coverings. This, of course, does not 
attack the underlying process nor prevent involvement of other more important arteries. 
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HEADACHES DUE TO CHANGES IN CEREBRO-SPINAL HYDRODYNAMICS 


Changes of pressure within the cranial cavity may produce headache. Both low 
and high C.S.F. pressures are believed to cause symptoms by traction on pain- 
sensitive intracranial structures (see table) although both may exist in the absence of 
symptoms. 

With high C.S.F. pressure from an expanding or obstructive intracranial lesion 
the headache is most prominent in the morning and gradually lessens during the 
day. It is deep and aching but seldom of great severity except in the later stages and 
often largely relieved by simple analgesics. It is aggravated by coughing and strain- 
ing. Vomiting may occur at the height of the headache and is less frequently preceded 
by nausea than other varieties of vomiting. Temporary syncope or blindness may 
result from bending or straining. 

The major characteristic of low pressure headache is that the headache is at its 
worst when the patient is in the erect posture and is immediately relieved by lying flat 
or with the head down. Other symptoms of the low pressure state include vertigo, 
vomiting, syncope and even coma and death. The commonest example of a low 
pressure state is that following lumbar puncture. If this should develop despite the 
use of a small needle, the patient should return to bed, with the foot of the bed raised, 
for twenty-four to forty-eight hours, and the fluid intake must be increased. 

A woman of twenty-four was admitted to the Middlesex Hospital having a month before 
developed hysterical retention of urine for which she had restricted her daily intake of fluid 
to one pint and had been catheterized once daily in the casualty departments of various 
London hospitals. A lumbar puncture was performed and a low pressure recorded; fluid 
was obtained with difficulty. On the following day she was placed on a bed-pan and a few 
moments later was heard to collapse. On examination, she was found to be deeply comatose 
with widely dilated, unresponsive pupils, absent deep reflexes and extensor plantar responses. 
A diagnosis of intracranial hypotension was suggested and she was treated with intravenous 
fluid; within twenty-four hours she had regained normal consciousness. 

It seems likely that this girl would have died had the correct diagnosis and treat- 
ment not been established. In such severe cases symptoms can rapidly be dispersed 
by the intrathecal injection of sterile water. 


REFERRED HEADACHE 


The eye. Nearly all patients with headache have their eyes tested and yet the head- 
ache often remains. Although pain in or around the eye is extremely common it rarely 
arises from noxious stimuli of the eye, extra-ocular, muscles, or the optic nerve. 
Refractive errors may cause headache as a result of sustained contraction of the 
extra- or intra-ocular muscles or of the scalp muscles. These headaches may be 
relieved by proper lenses or re-alignment of the visual axes. A rise of intra-ocular 
pressure as in glaucoma often produces unilateral headache. 

The nose. Many patients say that they suffer from “‘sinus” headaches. Conversely, 
extensive nasal and paranasal disease may be present without headache. It has been 
demonstrated that the most pain-sensitive nasal structure is the mucosa lining the 
ostia of the para-nasal sinuses. The mucous lining of the sinuses is of relatively low 
sensitivity. It may therefore be said that if a headache is not associated with inflamma- 
tion or engorgement of the turbinates, the headache is unlikely to be the result of 
disease of nasal structures. If, however, the pain is relieved by anaesthetizing these 
structures then the headache probably has a nasal origin. 

Malignant disease of the paranasal structures may produce pain by invasion of bone 
or nerves. 

Infected teeth and an unstable temporo-mandibular joint, the so-called Costen’s 
syndrome, may also produce head pain. But in all varieties of referred headache, the 
local symptoms and signs usually overshadow the head pain to which is frequently 
added the element of muscle contraction. 
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INTRA-CRANIAL HAEMORRHAGE 


The headache of massive intracerebral or subarachnoid bleeding demands no 
description; it is catastrophic and overwhelming but soon immersed in the depths of 
unconsciousness. Lesser degrees of subarachnoid bleeding may pass unnoticed, unless 
the diagnosis is considered in any case of sudden headache, especially if the patient is 
young. Signs of meningeal irritation should be sought, and if they are present, lumbar 
puncture is indicated. 

Extradural haemorrhage is the result of rupture of the branches of the middle 
meningeal artery. The blow that causes this may not necessarily be severe, although 
the patient is usually temporarily concussed. In some cases there follows a lucid 
interval in which normal activities may be continued. After a few hours, during which 
headache is increasingly prominent, there is progressive drowsiness leading to coma 
and death. This constitutes a neurosurgical emergency. 

In subdural haemorrhage the sequence of events is elongated and protracted as 
compared with extradural haemorrhage. The blow to the skull may also be trivial 
and the patient may or may not be dazed or concussed. The latent interval before 
headache starts is of days, more often weeks, or occasionally months. The headache, 
drowsiness and intellectual lethargy are curiously fluctuating both during the day and 
from day to day, but the progress is progressively downhill until the coma is deep and 
the patient succumbs. Until this later stage of the illness the mental changes greatly 
overshadow the neurological signs which comprise some degree of papilloedema, hemi- 
paresis, sometimes on the same side as the haematoma, and slight neck stiffness. 
The C.S.F. may be xanthochromic and may contain an excess of protein, lymphocytes 
and red cells. Early evacuation of the clot is essential and the neurosurgeon must 
always bear in mind that subdural haematoma may be bilateral. 


POST-TRAUMATIC HEADACHE 


This is relatively common when the thought of compensation exists. 

During World War II the experiment of rapid mobilization and rehabilitation of 
patients with severe head injuries was tried with remarkable success. This approach 
is at variance with the policy adopted by some clinicians and many of the laity may 
find such a policy difficult to understand, especially as there is a general belief that 
permanent brain damage may follow such injuries. This point of view may be 
strengthened if members of our profession tell patients that they must expect to have 
headache after severe head injury. This is rarely true. 

However, headache frequently does occur after head injury. It has the characteristics 
of muscle contraction or tension headache, and carries with it many other anxiety 
symptoms. The perpetuating force of these headaches may be the fear of organic 
brain damage because the head has a special symbolic significance as the centre of 
thought, memory and learning. Many of the patients who develop post-traumatic 
headache have displayed neurotic traits before the accident and are of poor emotional 
fibre whilst a very few are true malingerers. 


TENSION HEADACHE 


The word “‘tension” may have two meanings. It may mean that sustained contrac- 
tion or tension of the scalp muscles is the cause of this type of headache, or that 
nervous tension or strain is the underlying cause. Sustained contraction of neck and 
scalp muscles can be demonstrated by electro-myography. Like any other muscle 
cramp, this ache in the occipital muscles may be reduced by gentle movement and 
stretching, and exaggerated by repeated powerful movement. Heat and massage ease 
the spasm and relieve the pain temporarily. Tension headache may follow as a conse- 
quence of any other head pain especially when the patient is anxious or tense. It is 
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the cause of the daily or prolonged headaches which occur in migraine. It is the 
major cause of the headache seen in cervical spondylosis and may overshadow the 
headache of a cerebral tumour. 

The symptoms are variable and sometimes bizarre. Headache is seldom the only 
symptom and is usually accompanied by such symptoms as excessive tiredness, depres- 
sion, irritability, failing memory and concentration, trembling, spots before the eyes 
and many others. The head pain may affect any part of the head or neck and is 
often described as a heavy weight, like a vice or a tight band, pressure, stiffness or a 
drawing sensation. Patients often notice that the scalp is tender when the hair is 
brushed. Tension headaches last for hours, days or weeks, waxing and waning in 
severity but never ceasing entirely. They are provoked by periods of stress and 
anxiety and are especially likely when no solution can be found to the immediate 
problem. ‘‘Let down” tension headache occurs, as in migraine. 


The Management of Tension Headaches 


It is essential that the patient should appreciate that his doctor is interested in hiS 
problems and understands his symptoms. These are very real to the patient who iS 
unlikely to be reassured by cursory anamnesis and examination. The patient must be 
asked to discuss any source of worry or stress, however trivial it may seem. Examina- 
tion must then be detailed and it is always wise to pay attention to the head and neck 
although no more than some tenderness is to be expected. 

An X-ray of the skull is always reassuring to the patient although rarely informative 
to the doctor and should be done in patients whose headaches persist despite treat- 
ment. If the clinician has any suspicion of organic disease, an E.E.G. should also 
be done. 

When the clinician is certain that the problem with which he deals is entirely non- 
organic, he must give the whole weight of his reassurance to the patient together with 
some simple explanation of how muscle spasm produces discomfort or pain. It is of 
no value to tell the patient that there is nothing the matter with him and that it is 
all due to “‘nerves”’ as this only serves to reinforce the patient’s view that the doctor 
does not really understand his particular problem. It is of little value to tell patients 
“to pull themselves together” unless they know how their symptoms arise and know 
that the cause is benign. 

In many patients simple reassurance is sufficient to dispel symptoms, but in others 
sedation is necessary. It is illogical to administer heavy night sedation only to leave 
the patient dull and depressed in the morning and unsedated for the rest of the day. 
Sedation should cover the whole twenty-four hour period and should be given at 
twelve- or eight-hourly intervals. The range of sedative drugs now available makes 
it unlikely that any patient will be intolerant of them all. The drug should be used 
for some weeks in gradually diminishing dosage and then prophylactically before any 
especially worrying circumstance. 

While gentle physiotherapy is often of great help, it is not logical to manipulate the 
necks of tense patients and the use of a cervical collar may add yet another mental 
burden to the patient. The treatment of tension headaches depends on an under- 
standing of the patient’s problems, simple psychotherapy and sedation, but at the 
same time it must be recognized that there are many people who are incapable of 
facing the problems of the world and who may develop a more dire symptom should 
the headache be relieved. In such circumstances headache is the best compromise 
that can be made with life. 
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BRONCHOPNEUMONIA DUE TO 
PASTEURELLA MULTOCIDA (SEPTICA) 


BY 
J. A. HAYES and G. NEALE 


The Departments of Clinical Pathology and Medicine, Bristol Royal Infirmary 


Pasteurella multocida (septica) is frequently found in domestic animals such as 
cats and dogs, usually in the mouth or on the paw, and produces no disease. Infec- 
tion of humans by this organism is uncommon and usually follows a cat-scratch or 
dog-bite, the lesion being a chronic pyogenic inflammation of the subcutaneous and 
adjoining structures. The following report is of an attack of bronchopneumonia caused 
by this organism which resolved after antibiotic therapy. 


CLINICAL HISTORY 


A 68-year-old female who lived in the country near Iron Acton, Gloucestershire, 
was admitted to the Bristol Royal Infirmay on 16th August 1960, complaining of 
tiredness and breathlessness. She had had occasional indigestion for several years 
and three days before admission she had vomited blood and passed bulky black stools. 

On examination she was thin and pale and her finger nails showed early koilonychia. 
Pulse 128/min. regular rhythm. Blood presusre 120/60. Haemoglobin 21 per cent, 
reticulocytes 3-4 per cent, leucocytes 8000/per cm. The blood film showed iron 
deficiency changes. Her abdomen was normal. 

Ausculation of the heart showed a gallop rhythm with a soft pericardial rub at the 
base. An electrocardiogram showed evidence of a recent posterior myocardial infarct. 

She had had a slight cough for three weeks with the production of a small amount 
of mucopurulent sputum. Clinically her lungs appeared normal but an X-ray showed 
widespread ill-defined opacities throughout both lung fields, an appearance consistent 
with bronchopneumonia. 


Treatment 


Because of her bleeding ulcer she was given a blood transfusion and put on an 
ulcer diet. There was no recurrence of the haematemesis and she had no further 
indigestion while in hospital. The myocardial infarct showed normal evolution 
of the electrocardiogram changes associated with healing. 

Tetracycline 500 mg six hourly was given for 5 days together with postural drainage 
and chest percussion, and with this treatment the bronchopneumonia cleared clinically 
and radiologically. The second X-ray did however show some linear streaking in the 
right lower lobe suggestive of bronchiectasis. 


Bacteriology 


The whitish, mucoid sputum was plated on blood and nutrient agar, both aerobi- 
cally and anaerobically. It gave a profuse growth of a small, Gram-negative cocco- 
bacillus which showed appreciable pleomorphism and a varying degree of bipolar 
staining. It was thought to be of the Pasteurella group. The colonies were large 
(an average diameter of 0.5 cm, the largest 1-0 cm), opaque and convex with entire 
blue-grey margins and grey-white raised central areas. ‘They were extremely mucoid 
and closely resembled capsulated coliform bacilli. No capsule was demonstrated. 
After subculturing three times the colonies were smaller and less mucoid but still did 
not show the typical colonial appearance of Pasteurella. Mobility was not demons- 
trated at 27°C. or 37°C. 
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Biochemical Reactions 


1. Specific for Pasteurella multocida (septica): Production of acid without g 
glucose, sucrose, mannose and dextrin. Hydrogen sulphide was produced 

2. Differentiating from coliforms and Alebstella: Lactose was not ferme: 
there was no coagulation of litmus milk, It grew very poorly on McConkie’s 1 
The methyl red test was ne vative 

3. Growth on blood agar was slightly inhibited by colonies of Staphy 
aureus, (The reason for this is not known.) 

A saline suspension of the organism was not agglutinated by the patient's s 
any dilution up to 1/2048. 

The organism was found to be sensitive to chloramphenicol, tetracycli 
nitrofurantoin. 

o.§ ml of broth culture was inoculated into mice intraperitoneally and these sur 
vived. A larger volume was then used and the mice died after two days. Pasteurella 
were isolated from the blood stream in pure growth, thus indicating a virulent organ. 
ism, albeit of diminished potency. 


DISCUSSION 

Human infections by Pasteurellae have been usually associated with cat scratches, 
dog-bites or with wounding in rural surroundings (Allott et al., 1944, Ericson and 
Juhlin, 1959, Talbot and Sneath, 1960). Recently reports have been of a more varied 
type of lesion—appendicitis (Coghlan, 1958), meningitis following a fractured skull 
base (Hadern, 1938), chronic para-nasal sinusitis (Bartley, 1960) and bronchiectasis 
(Schipper, 1947, Olsen and Needham, 1952, Cawson and Talbot, 1955). A recent 
article quoting the Pasteurella infections reported by the Public Health Laboratory 
Service in the period 1957-1959 emphasizes the variety of lesions—g6 instances were 
associated with animal wounding and 51 instances with either chronic bronchitis or 
bronchiectasis (Williams, 1960). 

Our patient had no story of previous chest troubles but the second chest X-ray did 
suggest that she might have bronchiectasis which would perhaps explain this unusual 
infection. It is also possible that her resistance to infection was reduced by the 
anaemia and it is therefore interesting to speculate whether the organism was a 
commensal in an abnormal bronchial tree or whether it was acquired from one of her 
many household pets. 

A feature of interest is the rapid response of her infection to antibiotic therapy as 
compared with the usual chronic course especially where there is subcutaneous 
infection. 

A very interesting bacteriological feature was the extremely mucoid colonial 
appearance which closely resembled that of Klebsiella pneumoniae or of a capsulated 
coliform. This similarity might well lead to the organism being mistakenly identified 
when present in sputum. 


SUMMARY 


This paper describes an attack of bronchopneumonia caused by Pasteurella multo- 
cida which resolved completely after treatment with tetracycline. 

The organism had an unusual mucoid colonial appearance similar to that of a capsu- 
lated coliform or of Klebsiella pneumoniae. 
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ANKYLOSING SPONDYLITIS WITH MITRAL STENOSIS 


A Clinico-Pathological Conference of the University of Bristol held on the 
24th January, 1961 


CHAIRMAN: DR. 0. C. LLOYD 
P.M. No. 6404 


Dr. Lloyd: For the most part this man was under the care of Professor Perry and 
since he has most of the notes I have asked him to tell us the story. 

Professor Perry: I first saw this man in 1945 when he was 35 with Dr. Bryan Adams 
at the General Hospital. He had been referred to Dr. Adams, with a view to having 
radiotherapy, by Mr. Pridie; and he had been referred to Mr. Pridie by Mr. Tasker 
who had initially seen him because of a hernia. I think this history may be signifi 
cant because it obviously points to the fact that the man’s back at that time was not 
giving him a lot of trouble, since he had consulted his doctor about his hernia. The 
story was that at the age of 28, in 1938, he began to get pain and stiffness in his back, 
He had a lot of pain in his back so that sometimes he had to sit up in bed at night 
to get relief from the pain, and he complained of a lot of morning stiffness. He 
declared that he had no other joint involved except his back and this trouble had 
increased gradually over the years. As I say it was not particularly worse in 1945 and 
he consulted his doctor because of the hernia. I forget whether Mr. Tasker operated 
on this occasion or not, but he was so horrified at his back that he sent him to Mr, 
Pridie who sent him to Dr. Adams. At this time his main complaint apart from his 
hernia was that the bones of his back were “‘locked’’, and he had difficulty in sleeping 
because he could not get comfortable in bed. This of course is very characteristic of 
the later active stages of ankylosing spondylitis. One of the most bitter complaints of 
these patients is that they cannot lie comfortably in bed. On examination he had 
severe deformity of his spine with a very marked kyphosis, and his spine was practi- 
cally completely rigid from the lumbar region nearly up to his neck. I should have 
told you that the only thing in his history, previous to this illness in 1938, was that 
at school he was not allowed to swim because of a bad heart. When we examined 
him at the General Hospital we found no abnormality in his heart. His sedimentation 
rate was high. We came to the conclusion that he had ankylosing spondylitis, which 
was approaching the latent stage but that there was still some activity. We thought 
that it would be worth while treating him with X-rays and he received X-rays by 
what is commonly known as the Gilbert Scott technique. This is perhaps important 
because it is quite different from what is usually done nowadays. We saw him on 
and off through 1945. In 1946 the pain in his back was less and he thought he was 
keeping better. He now had pain in his neck. The radiotherapy he had had to date 
had not made very much difference. We thought we would see if we could help him 
with a brace. He wore the brace on and off, but said it didn’t help him and it was more 
nuisance than it was good. The difficulty about a brace for this condition is that if it 
is to give the spine any support it has to be heavy. 

In April 1946 he was complaining more of pain in his neck, however by August 
1946 he was obviously better because he went back to work. He got a job as a long- 
distance lorry driver and didn’t attend the hospital very regularly after this, I suspect 
because he didn’t think he received much benefit and secondly because he was probablj 
better. He carried on this job. When we did see him during 1946 his only complaint 
was that ot neck pain. 

In 1947 he had more radiotherapy and by March 1947 he had had eight courses by 
the Gilbert Scott technique. We came to the conclusion that it was questionable 
whether it did him any good. His sedimentation rate was still high. 

In 1948 he was working very regularly and attended hospital very irregularly. 
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In 1949 he only had occasional pain, but his sedimentation rate was still high. 

In 1950 he was still working and really had no complaints. 

He was not seen from 1951 until 1957 when he was again referred to Mr. Pridie 
because the pain in his neck was severe and I think, although I cannot check this, he 
was given more radiotherapy. I did not see him at this time. However about the 
middle of 1954 he suddenly, over 3 days, developed intense dyspnoea and orthopnoea, 
and was admitted to Ham Green as an emergency. At Ham Green they found he 
had no fever, a regular pulse, and rales at both bases, particularly the left base, and he 
was diagnosed as having early acute left ventricular failure. Examination of his heart 
showed a loud apical systolic murmur. I should of course have said the deformity of 
his chest made it difficult clinically to tell whether or not his heart was enlarged, he 
was so bent. During his convalescence at Ham Green they also heard a diastolic 
murmur so the suggestion was that he had mitral stensis. X-rays taken at the time, 
about which I will tell you as I have them here, showed a bilateral pleural effusion, 
left more than right. Shadowing of both lower lobes suggested pulmonary oedema. 
His heart shadow was difficult to see because of the deformity of his chest but it 
looked as though both left and right ventricles were enlarged, the pulmonary artery 
was dilated and the peripheral pulmonary vessels congested. An X-ray taken later 
on, on his admission to Ham Green, showed clearing of the oedema and pleural 
effusion. His heart rhythm remained normal. He was discharged in August and in 
October was sent to me. He was still out of breath. As far as I could see his spondylitis 
was inactive. He had practically no pain but was rigid from top to bottom with a 
severe kyphosis and, of course, had very restricted chest movement and respiratory 
expansion. There was then no gross evidence of heart failure but we had this history 
of heart failure at Ham Green and the problem was why this man had heart failure. 
On examination at this time we found a tapping apex beat and, we thought, a 
pre-systolic gallop. His E.C.G. showed a slight right ventricular preponderance but 
nothing very striking. X-rays of his chest were difficult to interpret because of the 
deformity. Perhaps Dr. Evans will do it for you. The problem was why he had 
developed failure. Had he cor pulmonale from his chest deformity? At that time we 
had no details of his admission to Ham Green but obviously this would not fit because 
on his admission to Ham Green he had left ventricular failure which he would not 
have had with cor pulmonale although of course this is a hazard for people with this 
degree of chest deformity. Had he spondylitic heart disease? This is what really 
excited us because there is a rare and peculiar form of heart disease associated with 
ankylosing spondylitis that occurs in perhaps 5 per cent of cases. A characteristic 
feature of this is an aortic valve lesion. We could find no evidence of an aortic lesion 
in this man. Had he rheumatic heart disease? We could not at that time hear a defi- 
nite pre-systolic murmur and he had gone into heart failure with a normal rhythm. 
This is not common with rheumatic heart disease. In November he had no symp- 
toms of heart failure but now he came up complaining of pain in his buttocks and 
back and we thought that possibly he had a flare-up of spondylitis. In the meantime 
he had developed a hydrocele and just as before his main complaint had been of his 
hernia, now his main complaint was of the hydrocele. I was not very keen on having 
this chap operated on because he really was rather a physical wreck. We tried having 
his hydrocele tapped. But this got tedious; he had to have frequent tapping. Finally 
it was decided that we might operate on him. However before he came in to have 
this operation he was admitted in February 1958 again with intense dyspnoea. He 
had a systolic murmur and later on, during his convalescence, we found a diastolic 
murmur; this of course is a repetition of what happened at Ham Green. He was 
treated with digitalis and this seemed to relieve his dyspnoea so we were encouraged 
to think that this dyspnoea was due to heart failure. He had his hydrocele operated 
on uneventfully and went home. 

Y 
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In April and May 1958 his main complaint was of increasing pain and stiffness jp 
his neck. During 1958 we took him in to hospital again because of his neck pain. He 
was given all sorts of analgesics, we tried him with aspirin, then phenylbutazone 
which is more successful in ankylosing spondylitis than in any other form of rheumatic 
disease; and because in 1958 there was much discussion about anti-malarials jp 
“rheumatoid arthritis” he was tried on chloroquin. However, none of these did him 
any good. We again noted apical systolic and diasolic murmurs and the other thing 
we found then and did not explain was an eosinophilia of 13 per cent. In desperation 
we asked Dr. Tudway to give him more radiotherapy. This was given in August and 
September and there was probably some relief of his pain. In December 1958 he came 
up again, complaining of increasing dyspnoea and some pain in his chest. We thought 
that perhaps this was due to the fact that his digitalis had been reduced. We put him 
back on his digitalis without very much effect. X-rays showed pleural effusion, mostly 
on the left side, and what looked like some collapse in his left lower lobe. In January 
1959 he came in as an emergency with severe chest pain, dyspnoea, fever, and cough 
with purulent sputum. The sputum yielded a growth of mixed organisms including 
Haemophilus. We thought possibly he had some kind of secondary pneumonia. He 
made a fair response to treatment with penicillin and streptomycin but during con- 
valescence he developed the physical signs and X-ray evidence of pleural effusion, 
The X-ray again looked like a mixture of effusion and consolidation of his left lower 
lobe. Although we kept him in hospital a couple of months this showed no clearing 
and he was finally sent to a convalescent home. I saw him again towards the end of 
March, and he said he was better. X-rays still showed this collapse at the left base. 

In May when he came up he said he was much better and wanted to try a light job, 
and we thought this was a good idea. But it did not last very long and next month his 
breathing was worse, and he now complained of pain going down his legs. This 
suggested that his spondylitis was perhaps flaring up again. This of course is what 
happens to patients with ankylosing spondylitis. Once you have got to the chronic 
phase you do have these flare-ups every now and again, in which the disease seems to 
become active and progressive. So, in desperation, we tried the only thing we had 
not tried, and that was steroids. He had fairly large doses of steroids without any 
effect except that in August 1959 he was admitted as an emergency with an acute 
gangrenous appendicitis. Despite the fact that he was then on steroids this was 
removed uneventfully. All this time his chest picture was unchanged radiologically 
but in October the radiologist said that he thought there was now some clearing of his 
left lower lobe. In December 1959 he was admitted with severe congestive heart 
failure. Apparently this had followed the development of auricular fibrillation, 
and now he presented much more the pattern of genuine rheumatic heart disease. 
He made a very poor response to treatment and shortly after he was admitted he 
suddenly developed a right-sided hemiplegia. This seemed to make the diagnosis 
quite clear as far as his heart was concerned. He had chronic rheumatic heart disease, 
mitral stenosis, auricular fibrillation, cerebral embolism. He deteriorated rapidly 
and died early in the new year. So finally we came to the conclusion that this long- 
standing case of ankylosing spondylitis had an associated rheumatic heart disease with 
mitral stenosis, auricular fibrillation, and a cerebral embolism. 

Dr. Lloyd: Dr. Mobarek has come here to tell us about the radiotherapy. 


Dr. Mobarek: 'This patient first came to the Radiotherapy Department in 1945, 
when he was 35 years old. During the next two years he was given about ten courses 
of X-rays. His first two treatments were according to the Gilbert Scott technique, in 
which the spine is irradiated in strips 25 cm wide, while the other parts are shielded. 
This technique is no longer used. After this he appears to have had little trouble and 
we lost sight of him until 1958, when on enquiry we found that he was still under 
Professor Perry’s care. In that year he was sent to us again and we gave him a course 
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of super-voltage irradiation to the cervical spine with the cobalt machine. This was 


| because he was having pain in the neck. After treatment he thought that there had 


been a very definite though slight improvement. 

Professor Perry: The form of treatment he had in 1958—was it the Gilbert Scott or 
was it the McWhirter technique? The point is that the Gilbert Scott technique makes 
use of lower penetration and lower voltage X-rays, which may be very important in 
view of the complications which have been described. The McWhirter technique 
which has entirely superseded the Gilbert Scott, uses high voltage X-rays, directed 
focally to the point which is believed to be at fault, i.e. the spine, and this was popu- 
larized towards the end of the war. As you know people with ankyiosing spondylitis 
who have received X-ray treatment have a much higher chance of developing myeloid 
leukaemia than the general population during the following 10 to 20 years. This is 
very worrying. I believe that the incidence of leukaemia is related to the amount of 
radiation delivered to the bone marrow and I wonder whether the old-fashioned 
Gilbert Scott low-voltage X-ray “‘bath” might give a smaller dose to the marrow than 
the newer high-voltage therapy directed at part of the spine. Has Dr. Mobarek any 
comment on this? 

Dr. Mobarek: 'There is not much difference. With low-voltage therapy (140 kV) 
the depth of penetration is relatively small, but there is differential absorption by the 
bone as compared with the soft tissues. In consequence a larger volume of the patient 
gets irradiated and this includes the ribs. With high-voltage therapy (250 kV) there 
is much more uniform radiation of bone and soft tissue, with deeper penetration and 
less scatter. As a result a smaller volume of the patient gets irradiated. The actual dose 
received by the bone is more easy to calculate, and in fact only 1200 R would be given 
in one course of treatment lasting 4 weeks. With the low-voltage method up to 
2000 R were given. In this particular patient we tried to give 250 kV to the neck, 
but the pain was so severe that it was impossible to localize the high-voltage machine 
over his neck. It was for this reason that we put him under the cobalt machine. 

Professor Perry: This was in 1958? 

Dr. Mobarek: Yes, in 1958. As Professory Perry was saying, X-ray treatment is 
now only given to the areas affected by pain, such as is produced by muscle spasm. 

Question: Is there any evidence that this relieves pain in ankylosing spondylitis? 

Dr. Mobarek: Yes, there have been several reports between 1934 and 1954 here in 
England. Over 13,000 cases were treated by means of X-rays and over 60 per cent 
of them had some relief of pain. Sometimes relief of pain is due to the disease burn- 
ing itself out, but it is claimed that X-ray treatment may bring this about more quickly. 

Professor Perry: It is a very vexed matter, sir, and there is a difference of opinion. 
When you have only a 60 per cent success ratio it is obviously not very impressive. 
Dr. West analysed all our cases in Bristol and followed the natural history of the 
disease. He came to the conclusion that he had no evidence that radiotherapy had 
any effect whatever. Dr. Charles Ragan of the Presbyterian Hospital in New York, 
who has written probably one of the best reviews of this condition in Medicine in 
1956, came to very much the same conclusion. This is a very difficult thing to assess, 
because you are dealing with a disease which arrests at any stage and then in this 
arrested chronic stage it flares up from time to time, but each relapse tends to be 
relatively short-lived. The disease goes through three phases which I think Dr. West 
perhaps first made clear. The first stage consists of recurring attacks of pain and stiff- 
ness, the second of continuous symptoms and constitutional upset, and the third of 
declining activity with minor relapses. Occasionally radiologists find typical X-ray 
changes in the sacro-iliac joints in patients with no symptoms. 

Question: Professor Perry has told us of the changes of myeloid leukaemia follow- 
ing irradiation for ankylosing spondylitis; perhaps you or he can tell us of the changes 
of irradiation in these cases? 

6 
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Dr. Mobarek: The report of the United Nations Scientific Committee on the effec f 


of atomic radiation, published in 1958, states that between 1935 and 1954 there were 
13,352 cases of ankylosing spondylitis treated by means of X-rays. Of these 28 died 
of leukaemia (mostly myeloid), an incidence of 2000 per million. This is to be com. 
pared with the over-all death rate per million from leukaemia in England and Wales, 
which in 1935 was 21, in 1945 was 34 and in 1954 was 49 per million. In the same 
series of 13,352 cases there were 12 deaths from aplastic anaemia. 

Dr. Lloyd: Is there any danger of producing a radiation nephritis? 

Dr. Mobarek: No. 'The areas treated are far away from the kidneys, and no cases 
of radiation nephritis have been reported in cases of ankylosing spondylitis. 

Dr. Lloyd: Dr. Evans has come with some X-rays. 

Dr. Evans: 1 would first like to discuss the problem of his ankylosing spondylitis, 
When Professor Perry first saw him his disease was at a later stage. Usually the sacro- 
iliac joints are the first to be affected in this disease. Initially slight irregularity of the 
margins of the joints is seen. Later bone sclerosis occurs around the joints and usually 
ankyiosis ensues. 

The radiograph of the pelvis taken in 1947 shows complete fusion of the sacro- 
iliac joints. New bone formation is seen arising from the ischial tuberosities and also 
along the iliac crests at the site of tendon attachments. 

The dorsal and lumbar vertebral bodies have a straight anterior margin; normally 
they are slightly concave. The anterior margins of the vertebral bodies are joined 
together by a bridge of calcification. The apophyseal joints are ankylosed and there 
is a marked kyphosis affecting the cervico-dorsal region of the spine. 

A radiograph of the chest taken in January 1959 shows the heart is enlarged and the 
pulmonary arteries prominent. A diffuse opacity is present in the left lower lobe, 
the appearances being consistent with pneumonic consolidation. The pneumonia 
was slow to clear. 

A further chest radiograph in December 1959 showed that the left lung was clear 
but there was an opacity at the right base limited by the oblique fissure. This is 
again consistent with pneumonic consolidation. 

Professor Perry: May I ask Dr. Evans to tell us what he thought about these X-rays 
from Ham Green 18 months before that. 

Dr. Evans: The heart is enlarged in its transverse diameter and the pulmonary 
arteries are also larger than normal. Diffuse opacities extend outwards into the lung 
fields from the hilar regions. There is probably a small left basal effusion. These 
appearances are consistent with left ventricular failure. The second radiograph taken 
two weeks later shows that the pulmonary oedema has resolved. 

Dr. Lloyd: This man was very much wasted, but that was not the most remarkable 
thing. He had such a severe degree of kyphosis that lying as he was in the supine 
position the occiput was 27 cm off the table. The degree of angular curvature of the 
spine you can see from this median saggital slice. The cut is not quite straight in the 
middle, but then his spine was not quite straight; there is a distinct scoliotic curve in 
addition to the kyphotic curve which you see. 

When the disease, beginning in the lower part of the spine, results in this degree of 
kyphosis, then compensatory extension takes place in the cervical part. Later that, 
too, became ankylosed, and by the time he came to me the whole spine was fixed, 
except for the atlanto-occipital joint. 

There were some old adhesions to the appendicectomy scar in the abdomen, other- 
wise that was all right. Pleural cavities: there was almost complete obliteration of the 
cavities by fibrous adhesions, those at the left lower lobe being the toughest. I think 
that was where he had most of his pneumonic trouble. The pericardium was natural. 

The heart weighed 360 g, a little on the heavy side, and he had moderate dilatation 
of all the chambers, but particularly of the left auricle. There was only a slight degree 





art 
thi 
ch: 


Cal 


he 


| the effect 
there were 
se 28 died 
Oo be com. 
nd Wales, 
l the Same 


1 no cases 


> 


6 


ondylitis, 
the sacro- 
rity of the 
id usually 


he sacro- 
$s and also 


normally 
re joined 
and there 


d and the 
wer lobe, 
1eumonia 


was clear 


This is 
se X-rays 


ilmonary 
the lung 
. These 
ph taken 


narkable 
e supine 
re of the 
ht in the 
curve in 


legree of 
ter that, 
as fixed, 


1, other- 
n of the 
I think 
natural. 
ilatation 
t degree 


CASE REPORT 137 


of hypertrophy of the myocardium. He had a little healed infarct at the apex of the 
left ventricle. Now the changes in the valves: the mitral and aortic valves were par- 
ticularly involved, the condition being indistinguishable from healed rheumatism. 

In the mitral valve (Plate XXIV) the aortic cusp was greatly thickened. The com- 
missures were both closed, one of them was not only surrounded by fibrous tissue but 


' also ulcerated and thrombus was forming upon it. This thrombus had broken off 
leaving a raw area and had produced embolism to the brain. It also produced embol- 


ism to the kidneys and there were two or three fairly recent infarcts to be found in 
those organs. There was also some thickening of the chordae tendineae, very much 


as you get in rheumatic heart disease which has burnt itself out. 


The aortic valve cusps were a little thickened and one of the commissures was 
united completely and had already undergone calcification. The aortic ring itself 
was normal and the aorta showed only a moderate degree of atheroma. I was unable 
to find any of the changes in the aorta which are supposed to be characteristic of 
some cases of spondylitis. Moreover I was not able to find any changes which could 
be attributed to the X-ray therapy. The only changes which I did find in the way of 
abnormalities were down in the abdominal part of the aorta where there was a fair 
amount of atheroma and where there was some medial thinning and loss of elastic 
to go with it, but no more than you often find in cases of uncomplicated atheroma. 

A projected section of the mitral valve is shown (Plate XXV). The dark line down 
the centre of the cusp represented the original thickness of this cusp. Additional 
and fibrous tissue had subsequently been plastered on to the surfaces both of the cusps 
chordae tendineae, during the slow process of this disease, which resulted in thicken- 
ing of the valve. It was more conspicuous on the contact margin where it was 
laminated, as though layer upon layer of fibrin had been laid down and subsequently 
converted into fibrous tissue. The distal part of the original cusp was a bit frayed 
and vascular, but nowhere was there any severe scarring and distortion of the pattern, 
as is sometimes seen after active rheumatism. There were no Aschoff nodules in the 
myocardium or anything I could identify as a healed rheumatic lesion. In sum, the 
changes were those to be found in some cases of healed rheumatism, but did not 
contain any of the specific rheumatic hail-marks. 

The left 'middle cerebral artery (Plate XXVI) was completely obstructed by an 
embolus, which probably originated from the mural thrombus on the mitral valve. At 
any rate the pattern of the occluding thrombus was not such as is seen arising in an 
artery, and moreover the walls of the artery,"though greatly distended, were normal at 
this point. On the contrary the embolus showed on section columns of platelets 
characteristic of mural thrombi, such as form inside the heart. The obstruction 
caused infarction of the greater part of the left cerebral hemisphere. 

In his gastro-intestinal tract I found that he had a healed gastric ulcer and also a 
healed duodenal ulcer. 

The lungs were not particularly on the heavy side, but the right was heavier than 
the left. There was well marked collapse, particularly of the left lower lobe and early 
bronchopneumonia but the lungs were solid to the feel, apparently due to an old 
organized pneumonia and sections show that this was probably the case. They also 
show that the arteries and arterioles had undergone the kind of sclerotic changes one 
associates with mitral stenosis. The bone marrow was natural in the spine but I did 
not see it in the femora. I do not think that the X-rays had caused any damage to the 
bone marrow at all. The kidneys I have mentioned. The right testis was missing 
because they had removed it in treating his hydrocele. The adrenals showed abundant 
lipid in cortices of normal width. I am not quite sure how long ago it was you stopped 
giving him cortisone but anyhow, if it had produced any changes in the adrenal cortex, 
ithad gone back to normal again; but I did find a cortical adenoma (1-2 cm in diameter) 
in the right adrenal. 
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Now with regard to the bones, most of the spine was removed for later examination 
and just in case anyone asks me what the sacro-iliac joints looked like I have to confess 
I left them behind in the body for two reasons: firstly because I was particularly keen 
on finding what the early changes were in this disease and the sacro-iliac joint is one 
of the first to get involved and I reckoned that probably I should find changes there, 
if at all, of an even later type than those which I was going to find elsewhere in the 
spine; and the other reason is that when one removes a large portion of spine for 
subsequent examination one has to use a prosthesis in the form of a broom stick. We 
keep quite a number of broom sticks in the post-mortem room for this purpose and 
one has to have something at each end to fit it into, the skull at one end and the 
sacrum at the other. After fixing the spine I cut the median sagittal slice which | 
have shown you and another slice next to it (parasagittal) for histology. I had both of 
them X-rayed, which not only showed beautifully the minute changes of bone struc. 
ture but also was a guide as to which pieces to take for histology. 

An X-ray of the median sagittal slice of the spine (Plate XX VII) shows that the 
sclerosis and union of the anterior parts of the lower thoracic and lumbar vertebral 
bodies was not due, in this case, to ossification of the anterior spinal ligament. It 
was due to condensation in the cortex and ossification of the anterior parts of the 
intervertebral discs, so that the vertebral lips had grown towards one another. Union 
has occurred particularly i in the concavities: anteriorly in the lower spine, posteriorly 
in the cervical region. The arches, laminae and their articulations were fused to form 
a more or less continuous process all the way down. There has been some calcifica- 
tion in the centres of some of the cervical intervertebral discs. That, I gather, is an 
uncommon but quite well recognized complication of ankylosing spondylitis. 

An enlargement of the lower thoracic part of this X-ray (Plate XXVIII) shows the 
details even more clearly. In the laminae the pattern of the bone has, as it were, woven 
itself into a continuous whole with loss of the articular joints. The union of the 
anterior parts of the vertebral bodies is well shown. The union is often preceded by 
a certain amount of calcification of the cartilage, particularly at the margins, where 
union is more likely to occur. 

In X-rays of slices of the sterno-clavicular joints (Plate XXIX) the very early changes 
of this disease are well shown. In the left there is still fairly good cartilage on the clav- 
icle, but that on the sternum has undergone a considerable degree of erosion. In the 
right joint the process was even more marked. In both the sclerosis of the bone 
near the joint is well shown. At autopsy the right joint was very much redder 
and more vascular looking than the left. ‘These changes, I believe, are only distinguish- 
able from those of rheumatoid arthritis by the bony sclerosis around and inside the 
joint. Inboth conditions there is the same destruction of cartilage and joint space with 
proliferation of the synovial membrane. 

Projected sections of the left (Plate XXX) and right (Plate XXXI) sterno-clavi- 
cular joints illustrated these points. On the left the sternal cartilage showed fibrillary 
disintegration and erosion. At one particular point can be seen a pannus of syno- 
vium growing out of a crack in the cartilage. There is an increase in the amount of syno- 
vial tissue and everywhere can be seen in and around the joint densification of the 
bone. Round cell infiltration of the inflamed synovium, so often seen both in rheu- 
matoid arthritis and in ankylosing spondylitis, is absent. On the right the cartilage had 
more completely disintegrated and given way to bony overgrowth and to vascular 
granulation tissue. 

A later stage of the process was shown in a projected section of the apophysial 
articulation between the 3rd and 4th cervical vertebrae (Plate XXXII). These are the 
joints which are supposed to get fused first in the spine. Their fusion precedes that of the 
intervertebral discs. The section shows the remains of two layers of cartilage. The 
joint space between them has disappeared and they are united by a thin layer of 
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PLATE 


Base of brain. Embolism of left middle cerebral artery. 


PLATE XXVII 


X-rays of thin median sagittal 
slice of spine and of thin slice 
of sterno-clavicular joints. 





PLATE XXVIII 


X-ray enlargement of sagittal 
slice of spine in lower dorsal 
region. The slice is off-centre 
and shows union of the laminae 
and apophysial joints. 
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PLATE XXIX 
X-ray of slices of sterno-clavicular joints showing early destruction and sclerosis. 





PLATE XXXI 


Projected section of right 

sterno-clavicular joint. Almost 

complete destruction of carti- 

large, synovial proliferation 
and bony sclerosis. 


PLATE XXX 


Projected section of left stcrno- 
clavicular joint. Early des- 
truction of cartilage with s\no- 
vial pannus. Bony sclerosis on 
each side of joint with lipping. 
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Projected section showing remains of apophyseal joint between third and fourth cervical vertebra. 
Bony union on each side. 


PLATE XXXIII 


Poe 


Early changes in front of disc. 


Projected section of fifth thoracic vertebra. 
Obliterated apophyseal joints. 





PLATE XXXIV 


Projected section of fifth and sixth cervical vertebrae. Bony union of bodies behind 
degenerating disc. Union of laminae. 
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fibrous tissue. Around both sides of the joint there is bony union. The pattern of 
this bone is that of medullary bone, normal except for the greater thickness and 
| number of its trabeculae. Additional bone can be seen to have been laid down outside 
the original cortex. The longitudinal spinal ligaments were not found to have been 
ossified. 

The sclerosis around the intervertebral discs is shown in Plates XX XIII and XXXIV. 
Plate XX XIII is a projected section of the 4th thoracic vertebra, showing a fairly early 
lesion. There has been already some collapse of the intervertebral discs, though that is 
not the first thing that happens as a rule. Here it is becoming invaded by bone from 
the margins of the vertebral bodies above and below. 

Plate XXXIV, a projected section of the 5th and 6th cervical vertebrae shows a later 
| stage of ankylosis. There is complete bony union across the gap, where in the previous 
section it was only beginning. There is some calcification in the nucleus pulposus. 

A projected section of two lumbar vertebrae showed complete fusion of the laminae. 

That completes the description of this case and I will leave it to other people to 
unravel the interesting question of the relationship of this disease to rheumatoid 
arthritis, and of the associated heart disease to either. 

Professor Perry: The whole problem of ankylosing spondylitis is first of all bedevilled 
by terminology and there is an acute cleavage on the two sides of the Atlantic as to 
what to call it and what it is. Nearly all the Americans call it rheumatoid spondylitis 
and say it is merely a variant of rheumatoid arthritis. We say that whatever it is, it is 
not rheumatoid arthritis. That is a gross generalization but that is what it comes to. 

I think anyone who analyses clinically a large number of cases of ankylosing spondy- 
litis finds that about four-fifths of them fall into what might be called the typical 
pattern and there is about one-fifth where there is something atypical. The things 
that are atypical are first of all, not in any special order, there may be an associated 
psoriasis. ‘his of course puts us back into the whole question of the relationship with 
rheumatoid arthritis because as you know you do see “rheumatoid arthritis” associated 
with psoriasis. Some people say it is different and call it psoriatic arthritis and so on. 
Then there is another group of patients whose “ankylosing spondylitis” starts fairly 
definitely with an attack of what we call ‘‘Reiter’s syndrome’. The vast majority 
of people I think who have Reiter’s syndrome ultimately recover with very little 
permanent joint disability. But there is a group who gradually finish up with a clinical 
picture of ankylosing spondylitis. Then there is another group who start with involve- 
ment of peripheral joints as though they were going to have rheumatoid arthritis. This 
morning I saw a girl with just this story. She had been treated for several years as 
theumatoid arthritis and now shows a clinical picture of ankylosing spondylitis. The 
peripheral joints show very little wrong. Perhaps it is only fair to say that Dr. Middlemiss 
says that her X-rays show a very atypical ankylosing spondylitis. I think her heart is 
normal. ‘Then there is another group of patients who develop a picture of ankylosing 
spondylitis except that during the early part of their illness they have recurrent attacks 
of acute peripheral polyarthritis which is preceded by an upper respiratory infection 
and which clinically is indistinguishable from acute rheumatism, and it is these people 
very often who develop rheumatic heart disease. For instance in the series studied by 
Ragan and Broomberg 25 out of 128 patients had some heart symptom or signs. Of 
those with evidence of valvular disease of the heart 70 per cent gave a history of what 
appeared to be attacks of rheumatic fever. Of those who had no evidence of valvular 
heart disease 8 per cent gave such a history. Now this man had no such history at 
all, and yet he had a heart lesion which Dr. Lloyd says is typical of rheumatic heart 
disease. Is this a chance association of rheumatic heart disease and ankylosing 
spondylitis? After all, rheumatic heart disease is common enough, and it must occa- 
sionally happen that the same man gets both. Is this spondylitic heart disease? I have 
only seen three specimens of this, two were in Boston and the slide of the third I 
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have is by courtesy of Dr. Crowe. The damage is at the root of the aorta. The firs 
one I saw I thought was a peculiar syphilitic aortitis and then when I looked more 
closely I saw that it was something quite different. 


Dr. Lloyd was very careful to point out to us that the root of the aorta was normal 
whereas it was the valve cusps that were a little puckered. The other thing is that 
these people who have recurrent attacks of ‘‘rheumatic fever’’ at the onset of ankylosing 
spondylitis do get permanent changes in their peripheral joints. They develop what 
is sometimes called the Jaccoud arthritis, which I must confess I have never seen. This 
is said to be a very rare complication of rheumatism. This man again did not have 
that, in fact this man clinically apart from his sterno-clavicular joint had no involve- 
ment of peripheral joints. Typical ankylosing spondylitis does spread to the peri- 
pheral joints, as a rule involving the larger proximal joints and only very late, if at all, 
it involves the small peripheral joints that are commonly involved in classical rheuma- 
toid arthritis. 


Dr. Gibson (in answer to a question): The antistrepsolysin-O test is very valuable 
in the ordinary acute rheumatic cases but in the type of heart disease associated with 
ankylosing spondylitis it probably would be negative. 

Dr. Lloyd: Dr. Gibson, would you like to come and talk about that? 


Dr. Gibson: This case shows, in my opinion, an association of conditions. It is 
probably ankylosing spondylitis, plus a very slow-going atypical acute rheumatic 
heart lesion. The history in youth was that he had a damaged heart. He probably 
had clinical juvenile rheumatism and at that time this process started to develop. 
Ankylosing spondylitics not infrequently combine their main disease with others, 
Dr. Middlemiss published a very interesting one of ankylosing spondylitis with 
rheumatoid arthritis, the two diseases running their perfectly characteristic courses. 
Dr. Hill had a case within the last few months of ankylosing spondylitis with some 
very unusual features. We thought of L.E. but no L.E. cells were found. It went up 
to one of the London hospitals and they found aminoaciduria and idiopathic hypo- 
calcaemia with other biochemical abnormalities of a genetic type, which reminds us 
that ankylosing spondylitis is essentially genetic and probably you can have combined 
or linked defects. We wonder whether in this case there was any family history just 
to help clinch the diagnosis. I have not seen a case of ankylosing spondylitic aortitis 
and I think it must be rather rare. Our trouble is that people don’t die now in hospital 
with ankylosing spondylitis. When I came to Bath in 1935 there were any number of 
them as almost permanent inmates in the rheumatic hospitals, going round bent like 
question marks. Now that the orthopaedic surgeons’ activities are bearing fruit these 
patients maintain a good posture, with a good vital capacity. Deep X-rays may or 
may not help, but whatever the cause, most spondylitics are now doing a full-time 
job. We only see them now in Outpatients coming for a check-up. It is a long time 
since we have had a post mortem on one. I think on the whole I would say this isa 
combined, linked condition of two normally unrelated rheumatic diseases. 

Professor Perry: Dr. Gibson asked about a family history, sir. I can say with com- 
plete confidence that there was no family history in this man’s case. This was one of 
the cases Dr. West particularly studied from the point of view of family history when 
he wrote his paper showing that there was a family history in many of these cases. 


I wonder, sir, if I might ask Dr. Evans some questions because this story of recut- 
rent attacks of polyarthritis in people with ankylosing spondylitis comes from the 
Manchester school and it seems to me that it is only seen in Manchester, but there 
have been two or three reports in the Annals of Rheumatic Diseases and in the B.M.J. 
from Thomas and from Sharp in Manchester and they say that the radiological picture 
does show differences in the patients starting with ‘‘acute rheumatism” from that 
found in the classical type. These differences which they have described are that 
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‘the sacro-iliac joints do not show absolute fusion, but spotty areas of sclerosis and 


areas of erosion, that the interfacetal joints show fusion, that there is narrowing of 
the intervertebral discs with ossification. 

One other thing: it is said that whether or not X-ray therapy heips the 80 per cent 
of typical cases it is no good whatever in the atypical cases and it seems to me, review- 
ing this man, that although he had a great deal of radiotherapy he really was not very 
much better for it. 

Dr. Evans: I agree that there are reports on the radiographic differences between 
ankylosing spondylitis and the changes in the spine associated with rheumatoid 
arthritis. It would seem that the essential difference lies in the severity of the disease 
in the sacro-iliac joints. Sometimes in rheumatoid patients and also in those with 
Reiter's syndrome one sacro-iliac joint may be more severely affected than the other. 
On the other hand if ankylosis occurs on both sides it is likely to be a true case of 
ankylosing spondylitis. The increased height of the vertebral bodies in ankylosing 
spondylitis is I think an established fact. 

Mr. Pridie: Whereas the clear-cut case of ankylosing spondylitis can be diagnosed 
by anybody at a glance, the early case is extremely difficult. 

I always remember a very advanced case we had at Winford. The patient was so 
flexed that his hair hung vertically from his head and he walked backwards looking 
through his legs. I had taken him in to perform an osteotomy of his spine but the 
operation never came off. A similar case was operated on by another surgeon the 
previous day, and, unfortunately the patient died in the night. My patient thereupon 
fled in the morning and he has never been seen at the hospital since. It is quite a 
dangerous procedure, of course, to straighten up a patient who is so deformed, but 
it is quite possible in a severe deformity to perform an osteotomy of the spine and 
leave the patient in a vertical position, which greatly aids his comfort and well-being. 

The results of X-ray treatment, on the whole, have not impressed me. In certain 
cases the disease makes a natural halt and does not progress. The worst cases, of 
course, tend to come to X-ray for treatment because those treating them are des- 
perate, but I am sure that there are many minor cases which never have X-ray 
treatment and the disease does not progress. I know of one doctor doing active work 
in Bristol who possesses fused sacro-iliac joints and the disease has never progressed 
in his case. He leads an active life, plays games, and it does not worry him in the 
slightest. 

The diagnosis of the early cases is difficult but it is most important that it should 
be made. Patients with this disease must be kept mobile. The first physical sign 
which leads the doctor to a diagnosis of ankylosing spondylitis is diminution of 
rotation of the lumbar spine. This can be noticed long before there are any X-ray 
changes. The next most important aid to diagnosis is diminution of chest expansion. 
A very diminished chest expansion in otherwise healthy young men—and these cases 
are often very robust and athletic types—is ominous. The first thing one notices on 
examining them is that they only have a chest expansion of one inch or less and you 
can be quitecertain that such a patient has an early ankylosing spondylitis. 

A lot can be done by a course of breathing exercises and they can regain their normal 
chest expansion and prevent the joints ankylosing. 

To diagnose ankylosing spondylitis cases have to be watched carefully and, if it 
progresses, there will eventually be sclerosis of the sacro-iliac joints and limitation of 
rotation of spine. Pain may be first experienced in the sternal joints. All these factors 
will lead one to the diagnosis. Very often the sedimentation rate is quite normal. 

There are a host of patients with early ankylosing spondylitis who live useful lives 
and hold down a job without undue trouble. In these cases it is most important to 
keep them active. They must not be put to bed or treated with a plaster cast. They 
must be actively kept on their feet. A really severe case progresses like a forest fire 
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and very little can be done for the patient, who can end up with very severe ankylosis 
affecting all the major joints. 

For treatment Delta Butazolidin is very useful and seems to give them more relief 
than almost any other drug. 

Dr. Lloyd: The reason, which I do not think has been mentioned so far, for the 
diminution of chest expansion is because one of the earliest joints in the spine or by 
the spine to get affected is the articular joint at the posterior end of the rib with the 
vertebra. It gets affected almost as soon as the intervertebral articulations, the 
apophyseal joints. 

I think we should be very grateful indeed to all the people who have come here 
today to tell us about this case; it has been particularly fascinating and I hope you 
have enjoyed hearing about it. 
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Notes and News 


Professor R. Milnes Walker has been re-elected a member of the Council of the Royal College 
bof Surgeons of England. 
ar, for the Professor A. I. Darling gave a Charles Tomes lecture on 21st July at the Royal College of 
spine or by fF Surgeons on the selective attack of caries on the dental enamel. 
b with the Professor J. M. Yoffey has been awarded a first prize and a silver medal for the film ““The 
tions, th Lymphatic System” by the Film Committee of the Eighth International Congress of Haematol- 
> “CF ogy held in Tokyo in September 1960. 
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Appointments 


Dr. W. A. Gillespie has been appointed to the newly-established part-time chair in clinical 
bacteriology at the University of Bristol. 

Professor J. N. P. Davies, professor of pathology at Makerere College, has been appointed to 
the readership in morbid anatomy at the Postgraduate Medical School of London. 

Dr. P. O. Nicholas has been appointed deputy M.O.H. Adwick-le-Street, Bentley-with-Arkse 


and Tickhill. 


Name 


Luoyp, O. C., M.A., M.D., 
B.Ch. 


Hap.ey, K. J., B.sc., 
M.B., Ch.B., F.R.C.S. 


LaIDLaw, C. D’Arcy, 
M.B., B.S., F.R.C.S. 


Duke, R. F. N., B.M., 
B.Ch., F.R.C.S. 


Metna, F. F., B.p.s. 


Davie, J. P., M.B., Ch.B., 
D.A. 


MoutLg, N. J., M.B., Ch.B. 
SMITH, J., M.B., Ch.B. 


Henry, A. N., B.A., M.B., 
ch.B., B.A.O., F.R.C.S.1., 
F.R.C.S. 

McCartny, C. F., M.B., 
B.Ch., B.A.O., M.R.C.P. 


Bevan, G. H., M.B., B.S. 


Brooks, A. W., B.D.S., 
LD SRC. 


Mortimer, K. V., B.D.S., 
L.D.S.R.C.S. 


PRC P.: 
Dr. R. P. Warin 
Dr. R. M. Norman 
F.R.C.O.G. 


Mr. W. G. MacGregor 
Mr. M. P. Embrey 


UNITED BRISTOL HOSPITALS 
JANUARY TO JUNE, 1061 


Appointment 


Consultant Pathologist (Hon. con- 
tract) in the United Bristol 
Hospitals during tenure of the 
post of Lecturer in Pathology 
in the University of Bristol. 

Senior Registrar in E.N.T. Sur- 

gery 


Senior Surgical Registrar. 

Senior Registrar in Orthopaedics. 
Registrar in Dental Surgery. 
Registrar in Anaesthetics. 


Part-time Registrar in Radiology. 
Part-time Registrar in Radiology. 


Registrar in Orthopaedics. 


Registrar in Medicine. 


Registrar in Opthalmology. 


Registrar in Dental Surgery (Hon. 
contract) in the United Bristol 
Hospitals during tenure of the 
post of Lecturer in Dental Sur- 
gery in the University of 
Bristol. 

Registrar in Dental Surgery (Hon. 
contract) in the United Bristol 
Hospitals during tenure of the 
post of Lecturer in Dental sur- 
gery in the University. 


Formerly 


Lecturer in Pathology, Uni- 
versity of Bristol. 


Registrar in Radiotherapy, 
United Birmingham Hospi- 
tals 


Senior Surgical Registrar, 
Southmead Hospital. 
Registrar General 

Dulwich Hospital. 
S.H.O. in Dental Surgery, 
Bristol Dental Hospital. 

Registrar in Anaesthetics, 
Leicester Royal Infirmary. 

S.H.O. in Surgery, U.B.H. 

Medical Registrar, Prince of 
Wales’s General Hospital. 

R.S.O., Dartford Group of 
Hospitals. 


Surgery, 


Research Assistant Brompton 
Hospital. 

S.H.O. in Opthalmics, 
Moorfield Eye Hospital. 

Lecturer in Dental Surgery, 
University of Bristol. 


Lecturer in Dental Surgery, 
University of Bristol. 
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APPOINTMENTS 


SOUTH WESTERN REGIONAL HOSPITAL BOARD 


Name 


SKINNER, P. A., M.B. 


B.S., F.F.A.R.C.S. 


’ 


Basu, S. K., M.B., D.A. 


BENNETTS, F. 
B.S., D.A., F.F.A.R.C.S. 


CrosFILL, M. L., M.B. 


B.S., F.R.C.S. 


CornEY, G., M.B., Ch.B. 


p.obst., R.C.0.G., 
D.C.H. 


Voyce, M. 
M.B., Ch.B. 
ELLISON, D. J., 
ch.B., M.R.C.P. 


A., 


Ronn, H. H., M.B., B.S. 


M.R.C.P. 
BazeELEy, R. W., M.B., 


B.S. 


FiapEE, H. W., B.Sc. 


M.B., Ch.B., D.Obst., 
R.C.0.G. 


Ree, M. J., M.B., Ch.B. 


D.Obst., R.C.0.G., 
D.C.H. 


TRAFFORD, P. A., M.B. 


B.S. 


Epwarps, E. M., M.B. 


B.S., M.S., M.R.C.O.G. 


E., M.B. 


B.Sc. 


M.B. 


Woo, F. J. Y., M.A., M.D. 


Muir, B. J., B.A., M.B. 


B.Chir., D.A., 
F.F.A.R.C.S, 


GRAINGER, C. N., M.B. 


B.S., M.D. 


’ 


’ 


| 
| 


APRIL TO JUNE, 
Appointment 
BRISTOL 


Consultant Anaesthetist 
Frenchay Hospital, Bristol. 

Anaesthtic Registrar, Southmead 
Hospital, Bristol. 


1961 


Senior Anaesthetic Registrar, 
Frenchay Hospital, Bristol. 


BATH 


Surgical Registrar, Bath Group of 
Hospitals. 


Medical Registrar, Bath Group of 
Hospitals. 


Medical Registrar, Bath Group of 
Hospitals. 


Clinical Assistants in General 
Medicine in the Bath Group of 
Hospitals each undertaking one 
session weekly. 


Annual appointments for the year 
commencing 1.8.61 


Clinical Assistant in Paediatrics, 
Royal United Hospital, Bath. 
(1 session). 

Annual appt., for one year com- 
mencing 1.8.61 


Clinical Assistant in Ophthalmo- 
logy, Bath Eye Infirmary. 
(2 sessions). 


Formerly 


Senior Registrar, Frenchay 


Hospital, Bristol. 
Anaesthetic Redistrar, Taunt- 
on and Somerset Hospital, 

Taunton. 
Anaesthetic Registrar, South- 
ampton Group of Hospitals. 


Surgical Registrar, Royal Ma- 
sonic Hospital. 

Paediatric Registrar, Sorrento 
Maternity, Little Bromwich 
General and Solihull Hos- 
pitals. 

S.H.O., Bath Group of Hos- 
pitals. 


Clinical Asst. Bath and in 
general practice 

Clinical Asst. Bath and in 
general practice. 

In general practice in Rad- 
stock. 

In general practice in Castle 
Combe. 


Asst. in general practice at 
Keynsham. 


In general practice in Bruton. 


NORTH GLOUCESTERSHIRE 


Consultant Obstetrician and Gy- 
naecologist, North Gloucester- 
shire Clinical Area. 


SOUTH SOMERSET 


Lecturer in Obstetrics and 
Gynaecology, University of 
Bristol. 


Consultant Physician with an interest Senior Medical Registrar, 


in Geriatrics, South Somerset 
Clinical Area. 


DEVON AND EXETER 


Consultant Anaesthetist, North 
Devon Infirmary, Barnstaple. 


Clinical Assistant in Dermatology, 
Exeter (1 session) re-appointed. 


Bristol Royal Hospital, and 
Tutor ir Medicine, Univer- 
sity of Bristol. 


Senior Registrar, Manchester 
Royal Infirmary. 


Clinical Asst. in Exeter and 
is in general practice in 
Totnes. 





News from Societies 


BATH CLINICAL SOCIETY 
Secretary: Mr. T. L. Schofield, ““Sunnycroft’’, Bloomfield Park, Bath 


13th Oct.: Clinical Meeting. 

10th Nov.: Dr. J. J. Ellison, Dr. J. Cosh, Mr. T. Schofield., Sympsium on Thyroid Disease, 

8th Dec.: Sir W. Russell Brain, D.M., F.R.C.P. 

12th Jan.: Clinical Meeting at St. Martin’s Hospital, Bath. 

gth Feb.: Dr. John Naish, “Management of Acute Ulcerative Colitis and Crohn's 
Disease.” 

9th Mar.: Dr. R. McNulty, Dr. E. Hickson. 

13th Apr.: Annual General Meeting. Dr. Hugh Wallis or Dr. John Bolton. 

All meetings will be held at the Royal United Hospital unless otherwise stated. 


BRISTOL MEDICO-CHIRURGICAL SOCIETY 
Secretary: Dr. A. T. M. Roberts, 12 Southfield Road, Westbury-on-Trym, Bristol 


11th Oct.: Presidential Address and Annual General Meeting. (President-elect Mr. J. 
Angell James). 

8th Nov.: Clinical Meeting at B.R.1. 

13th Dec.: Terence E. Cawthorne, F.R.c.S. (President’s Guest) will address the Society. 

gth Jan.: Professor J. A. Coutts, Professor of Law in the University of Bristol, will address the 
Society. 

14th Feb.: Dr. N. J. Brown and Dr. Beryl Corner will read papers. 

14th Mar.: Mr. H. K. Bourns will read a paper. 

11th Apr.: Dr. R. P. Warin will read a paper. 

goth May: Mr. Keith Lucas will read a paper. 

_ meetings will be held in the Physics lecture theatre at the Royal Fort unless otherwise 
stated. 


UNIVERSITY OF BRISTOL 
POSTGRADUATE COURSES 
The following course is being arranged: 


Sunday morning Lecture-demonstrations, from 8th October to 3rd December, 1961. 
Details may be obtained from the Department of Postgraduate Medical Studies. 


B.M.A. (Bristol Division) 


Hon. Secretaries: Dr. A. S. Anderson, 10 Leigh Road, Bristol 8, and Dr. H. Temple-Phillips, 
Berkeley House, Charlton Road, Westbury-on-Trym, Bristol 


18th Oct., at 8.30 p.m.: Annual General Meeting in Queen’s Building, University of Bristol. 
22nd Oct., at 2.45 p.m.: St. Luke’s Tide Service at Bristol Cathedral. 
7th Nov., at 8 p.m.: Annual Dance at the Berkeley Cafe. 

Other meetings to be arranged. 


B.M.A. (Cornwall Division) 
Hon. Secretary: Dr. Eric Townsend, Fieldways, Tregenna Lane, Camborne 


4th Nov.: Meeting of Branch Council, S.W. Branch B.M.A. and Clinical Meeting. St. 
Lawrence’s Hospital, Bodmin. 

23rd Nov.: Annual Dinner and Dance, Hotel Bristol, Newquay. 

13th Apr., at 8.30 p.m.: Annual B.M.A. Clinical Lecture by Professor A. Moncrieff, Roya! 
Cornwall Infirmary, Truro. 

2nd June: Annual Meeting S.W. Branch B.M.A., Newquay. 


B.M.A. (Gloucestershire Branch) 
Hon. Secretary: Dr. H. G. Scott-Kerr, 29 Leckampton Road, Cheltenham 
12th oct., at Arle Court, Cheltenham. Presidential Address, “‘The General Practitioner in 
Industrial Medicine”. 


gth Nov., in Gloucester: Representatives’ Report. Financial Statement. Paper—‘“‘The 
Medical Care of the Elderly”, by T. W. Lloyd. 
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14th Dec.: at The Pump Room, Cheltenham. Address, “Crime and the Doctor”’, (illustrated 
with slides), by Dr. Keith Simpson, Reader in Forensic Medicine in the University of London. 
A joint meeting with the Gloucestershire members of the Gloucestershire and Wiltshire incor- 
porated Law Society and other members of the legal profession. 

11th Jan., in Gloucester: Paper, “Surgical Complications of Pregnancy”, by Mr. David 
Saltau. 

8th Feb., in Cheltenham, at 8.15 p.m.: “The Emergency Bag”. A discussion with a panel 
of four consultants. 

8th Mar., in Gloucester: Clinical Meeting. 

5th Apr., at the Pump Room, Cheltenham: B.M.A. Lecture by Glyn Edmund Daniel, Esq., 
M.A., Ph.D., Fellow of St. John’s College Cambridge, on “The Antiquity of Man”. Guest night, 
doctors’ ladies and guests invited. 

roth May, in Cirencester: Annual Meeting. Paper, ‘Skin deep”, by Dr. R. Bowers. 

14th June, in Cheltenham: The President’s guest. 

Unless otherwise stated meetings will be held at 6.15 p.m. 

The place of meetings will be stated in the circular notices. 


B.M.A. (South-Western Branch) 
Hon. Secretary: Dr. F. E. Graham-Bonnalie, 37 The Strand, Topsham, nr. Exeter 


26th Oct., Joint Meeting and Dinner, Exeter and District Medico-Chirurgical Society and 
the B.M.A. Exeter Division. The Library, Royal Devon and Exeter Hospital at 4 p.m. Dinner 
at the Imperial Hotel, Exeter, at 7.30 p.m. 

4th Nov., at 2 p.m.: Meeting of the S. W. Branch of the B.M.A. at Bodmin. 

gth Nov., at 8.15 p.m.: Joint Social and Scientific Meeting, Exeter Division, Library, 
Royal Devon and Exeter Hospital, Exeter. 

gth or 16th Dec.: B.M.A. Exeter Division, Annual Dance at the Imperial Hotel, Exeter, 
preceded by a Dinner at 7.30 p.n. 


CORNWALL CLINICAL SOCIETY 
Hon. Secretaries: Dr. H. S. Bennett, Royal Cornwall Infirmary, Truro, and 
Mr. P. N. Simons, Camborne-Redruth Hospital, Redruth 


13th Oct.: Clinical Evening. Redruth Hospital. 

gth Nov.: “Rheumatoid Arthritis”. Dr. Leslie Hill, Royal Cornwall Infirmary, Truro. 

7th Dec.: “Flatulence”. Mr. Norman Tanner, Royal Cornwall Infirmary, Truro. 

11th Jan.: Clinical Evening. Royal Cornwall Infirmary, Truro. 

gth Feb.: Clinical Evening. Tehidy Hospital. 

8th Mar.: “The Medical Aspects of Oscar Wilde”. Dr. Macdonald Critchely, Royal Corn- 
wall Infirmary, Truro. 

4th May: Clinical Evening. Redruth Hospital. 

7th June: Presidential Address and Annual General Meeting. Royal Cornwall Infirmary, 
Truro. 


DEVON AND EXETER MEDICO-CHIRURGICAL SOCIETY 
Hon. Secretary: Dr. F. S. W. Brimblecombe, 6 Barnfield Crescent, Exeter 


12 Oct., at 3 p.m.: Clinical Meeting. 

26th Oct., at 3.30 p.m.: “Skin Manifestations of Systematic Disease”, by Dr. H. J. 
Wallace. Combined meeting with the Exeter Division of the B.M.A. Exeter and South 
Western Medical Dinner. 

15th Nov., at 8.15 p.m.: Clinico-pathological demonstration, arranged by Dr. George Stewart 
Smith. 

7th Dec., at 8.15 p.m.: “Cervical Disc Lession”’, by Dr. James Cyriax. 

11th Jan., at 8.15 p.m.: “The Problems of Arthritis in Practice”. Addressed by the 
President, Dr. N. Sawers. Discussion to be opened by Dr. A. F. H. Coke of the Charterhouse 
Rheumatism Clinic. 

ist Feb., at 3 p.m.: Clinical Meeting. 

22 Feb., at 8.15 p.m.: “The Management of Femoral Vein Thrombosis and Pulmonary 
Embolus”. Openers—Dr. G. Stewart Smith, Dr. Anthony Daly, H. Dendy Moore, Esq., 
]. Lloyd Griffiths, Esq. 

29th Mar., at 8.15 p.m.: Annual General Meeting. Clinico-pathological discussion arranged 
by Dr. G. Stewart Smith. 

1oth May, at 8.15 p.m.: Clinical Meeting at the Princess Elizabeth Orthopaedic Hospital. 
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ROYAL DEVON AND EXETER HOSPITAL POST GRADUATE COURSE 
Hon. Secretary: Mr. H. Dendy Moore, 4 Magdalen Road, Exeter 


roth Oct.: “Pulmonary Tuberculosis—Medical Treatment”. Dr. B. R. Hills. “Pul. 
monary Tuberculosis—Surgical Treatment”. Mr. L. Lloyd Griffiths. 

17th Oct.: “Geniti-Urinary Tyberculosis”. Mr. D. Innes Williams. 

24th Oct.: “Bone and Joint Tuberculosis”. Mr. Norman Capener. 

31st Oct.: “Indications for Brain Surgery in Childhood”. Dr. F. S. W. Brimblecombe, 

7th Nov.: “Indications for Neurosurgery in Adults”. Dr. N. S. Alcock. 

14th Nov.: “Some Aspects of Neurosurgery”. Mr. Kenneth Till. 

21st Nov.: “Gall Stones”. Mr. P. Monks. 

28th Nov.: “Pancreatitis—Acute and Chronic”. Mr. David I. Stirk. 

5th Dec.: “Alimentary insufficiency”. Dr. A. J. Daly. 

Meetings will be held at 8.30 p.m. in the Library of the Royal Devon and Exeter Hospital, 


SOCIETY OF MEDICAL OFFICERS OF HEALTH (West of England Branch) 
Secretary: Dr. J. F. Skone, Department of Public Health, Tower Hill, Bristol 2 


The Society is divided into two sections, Northern and Southern. Each section holds four 
meetings a year, one of which being a joint meeting of both sections. 

7th Oct.: R. H. G. H. Denham, Esq., M.D., D.P.H., M.O.H. Bathavon, Frome and Keynsham 
District Councils. Presidential Address (Taunton). 

6th Jan.: At Bristol (details to follow). 

April: Joint Meeting of Northern and Southern sections (details to follow). 

June: At Bath (details to follow). 


SOUTH SOMERSET MEDICAL SOCIETY 
Hon. Secretary: Dr. S. 'T. Pickles, 68 Hendford, Yeovil, Somerset 

19th Oct.: Annual General Meeting. Presidential Address by J. C. McMaster, m..| 
F.R.c.S., “A Story of Occupation’’. 

16th Nov.: “Epilepsy and Mechanisms of Consciousness”, by J. W. Warboys, M.D., D.P.M! 

14th Dec.: Dinner and Dance. 

18th Jan.: D. G. Vulliamy, M.D., M.R.C.P., D.C.H., on some peadiatric subject. 

15th Feb.: ‘Manipulative Methods in Orthopaedics”, by J. F. Bourdillon, F.R.c.s. 

15th Mar.: F. J. Wood, M.D., M.R.c.P. probably on congenital heart disease. 


TORQUAY AND DISTRICT MEDICAL SOCIETY 


Hon. Secretaries: Dr. D. K. McTaggart, Health Department, St. Marychurch Town Hall, 
Torquay, and Dr. J. B. Taylor, Corner Place, Dartmouth Road, Paignton 


19th Oct.: “Adreno-Cortical Syndromes’, by Dr. Alan Spence. 

2nd Nov.: “Patterns of Injury in Forsenic Medicine”’, by Dr. Donald Teare. 

16th Nov.: “Recent Advances in Tissue Histology”, by Professor Gilbert Causey. 
7th Dec.: “Brains Trust” Panel: Mr. P. J. W. Monks, Dr. R. L. Midgely, Dr. L. Haas. 


WESSEX RAHERE CLUB 
The autumn dinner of the above club will take place on 28th October, 1961 at the Lansdown! 
Grove Hotel, Bath, under the chairmanship of Dr. Pascoe Hill, of Bristol. The Guest of Honour, 
it is hoped, will be Professor Michael Boyd. Further details will be circulated or can be obtained 
by any Barts. graduates who are not already members from the Hon. Secretary, Mr. A. 
Daunt Bateman, F.R.C.s., 11 The Circus, Bath. 


WEST OF ENGLAND CHILD HEALTH GROUP 
Hon. Secretary: Dr. A. L. Smallwood, Department of Public Health, Tower Hill, Bristol 2 


12th Oct., 8.30 p.m.: ““Teenages Forum”, Dr. A. J. Dalzell-Ward, Director, Central Council 
for Health Education, and Team. 

22nd Nov., 5.30 p.m.: “Rural Paediatrics”, Dr. Brian Webb. 

13th Dec., 5.30 p.m.: “Health of Immigrants”, Dr. J. F. Skone. 

24th Jan., 8.30 p.m.: “Turkish Delight—Health in the Eastern Mediterranean”, Dr. 
Beryl Corner, Miss N. Deane and Miss A. I. Rowbottom. 

28th Feb., 5.30 p.m.: “An Epidemic of Tuberculosis”, Dr. R. A. Craig, Dr. G. F. Bramley. 

28th Mar., 5.30 p.m.: “Experiences of a Medical Officer, Student Games, Bulgaria, 
1961”, Dr. Marrian. 

12th May: “Clinical Meeting”, at the Royal United Hospital, Bath. 

All meetings will take place in the Department of child Health Lecture Theatre, Children’s 
Hospital, Bristol, unless otherwise stated. 
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